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SYMPOSIUM: 


(a) —- THE RELATIONSHIP OF BRONCHOSCOPY 
TO CHEST SURGERY.*} 


FREDERICK G. KERGIN, M.D., 
Toronto, Canada. 


3efore discussing the matter of what the thoracic surgeon 
expects of the bronchoscopist in the way of help, it may be 
proper to inquire for a moment into the question of who 
should do the bronchoscopy. In doing so I am conscious of 
the fact that I am a lone surgeon, interested in thoracic sur- 
gery, faced by a very large number of bronchoesophagolo- 
gists; but, even so, I am not apprehensive, because I believe 
that we shall have no difference of opinion. In my opinion 
there is no one answer to this question which is right in all 
circumstances. In those centers in which there is an organized 
service for thoracic surgery, and no other surgery is done by 
that service, the surgeons may have the time, interest and 
skill to do their own bronchoscopy. It is probably true that 
the bronchoscopist who can become most expert in the inter- 
pretation of what he sees through a bronchoscope is the one 
who constantly can check those findings against what he sees 
and feels through the open chest and what he finds on study- 
ing the excised specimen in the pathological laboratory. As 
opposed to that, there are many centers like ours in which 


*Read at the Fifty-sixth Annual Meeting of the American Laryngological, 
Rhinological and Otological Society, Inc., Toronto, Canada May 20, 1952. 

*From the Surgical Service, Toronto General Hospital, and Department of 
Surgery, University of Toronto, 


Editor’s Note: This ms. received in Laryngoscope Office and accepted for 
publication, May 26, 1952. 
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general surgeons have too many other preoccupations to per- 
mit them to acquire the skill necessary for this work, and in 
which as teaching and training centers it is important to have 
bronchoscopy centralized in the hands of a relatively small 
number of competent specialists. As long as these experts 
are prepared to think beyond the bronchus, and keep up their 
interest in diseases of the lungs as a whole, by frequent con- 
ferences with the physicians, radiologists and thoracic sur- 
geons, and follow their cases through to a final pathological 
diagnosis, this system can function in a most satisfactory 
fashion for all concerned. 


From our point of view the functions of bronchoscopy fall 
under two headings — diagnostic and therapeutic. I do not 
wish to comment on all the observations which may be made 
through a bronchoscope, which are well known to you — but 
rather to discuss their significance and interpretation from 
the viewpoint of surgical therapy. 


Under the heading of diagnosis, perhaps bronchogenic car- 
cinoma should come first. The information you may give us 
relates first to the question of diagnosis and second to the 
question of operability. The ideal is actually to see the lesion 
and to obtain a tissue biopsy, which is always superior to a 
smear of secretions. At the present time we are seeing about 
100 patients a year with primary bronchogenic carcinoma, 
and of these about two-thirds are tumors arising in a major 
bronchus and one-third are peripheral. In the first group our 
bronchoscopists are able to see and biopsy the tumor in a very 
high percentage of cases; in the second group — the periphe- 
ral tumors—the information they can give is limited to indi- 
rect observations related to the problem of operability such as 
bronchial compression by node or widening and fixation of the 
carina. A survey of our cases shows that we get direct dem- 
onstration of the tumor and a bite of tissue in 60 per cent of 
cases, and indirect information of value in a further 20 per 
cent of cases. It is obvious what invaluable aid this is to the 
thoracic surgeon. 


As a supplement to bronchoscopy and direct tissue biopsy, 
we examine secretions aspirated by bronchoscope, and also 
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do multiple sputum examinations for cells. The latter has 
been more productive of positive reports than the former. In 
only 3 per cent of cases do we get a positive report on aspi- 
rated secretions when the other methods have failed. It is the 
group of peripheral tumors, which are out of sight of the 
bronchoscope, which least commonly desquamate cells to be 
recovered by examination of either sputum or aspirated secre- 
tions, so that frequently confirmation of the diagnosis rests on 
thoracotomy. Occasionally we use needle biopsy through the 
chest wall, but only in those patients in whom it seems desir- 
able to prove the diagnosis, knowing that if the lesion is car- 
cinoma it is inoperable, or at least incurable. 


With regard to diagnosis, it is sometimes asked whether a 
bronchogenic carcinoma ever gives symptoms in the absence 
of any significant radiographic evidence. This is quite rare. 
I can recall two patients with such symptoms, with Roent- 
genograms negative even on review, in whom the broncho- 
scopist could see the tumor and take a biopsy, and so solve 
our problem. 


The interpretation of bronchoscopic findings in relationship 
to operability requires considerable experience and close col- 
laboration between bronchoscopist and surgeon. It is always 
wise to record vocal cord movements as being normal or other- 
wise; if this is not done, there may be some doubt later. We 
look on paralysis of a vocal cord as absolute evidence of inop- 
erability. (I may remark, in parentheses, that this does not 
apply to phrenic paralysis.) In assessing widening and fixa- 
tion of the carina it must be remembered that other condi- 
tion such as silicosis, and occasionally old tuberculosis, can 
also cause this. In doubtful cases laminograms are a useful 
supplement to bronchoscopy in demonstrating the cause of 
the widening. It is important to assess carefully the visible 
limits of the growth in relationship to the carina. We like to 
divide the bronchus at least 2 cm. proximal to the visible and 
palpable growth. On the right side it is not difficult to excise 
some trachea, if necessary, but in the case of left-sided tumors 
the presence of the aorta makes this difficult or impossible. 
Time does not permit a discussion of the pros and cons of 
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palliative pneumonectomy in cases which are obviously incur- 
able, or unlikely to be curable; suffice it to say that there is a 
group of patients who are ill because of infection due to a 
bronchus blocked by carcinoma, who will remain ill, and dis- 
abled by the infection, and die of infection long before they 
will die of cancer. We think that palliative pneumonectomy, 
when it is possible, will restore these people to relative health, 
and allow them to carry on with some useful occupation, often 
for a year or even up to several years. 


With reference to bronchial adenomata, we do not subscribe 
to the belief that all of these should be treated as malignant 
tumors; we agree that local treatment is correct when our 
pathologists report the biopsy as benign and there is no evi- 
dence of metastases, providing the bronchi distal to the tumor 
have not sustained irreparable damage. Very rarely they are 
pedunculated and, if so, are suitable for endoscopic treatment. 
The great majority are sessile and show some degree of 
extension outside the bronchial wall; these are not suitable 
for endoscopic treatment, but a biopsy is of great assistance 
in determining their benignity. If, as is so often the case, 
bronchograms show bronchiectasis beyond the obstruction, 
lobectomy, or at times even pneumonectomy is the correct 
treatment. There is an occasional case without gross bronchial 
damage and only limited extension of the tumor, in which 
local resection of the bronchial wall, with plastic repair, is 
the treatment of choice. 


The next group of diseases to consider is the infections. 
With respect to lung abscess, we consider that these should 
never be considered idiopathic until investigation, including 
bronschoscopy, has ruled out any cause for bronchial obstruc- 
tion. This means that bronchoscopic examination should be 
done in every case, looking for foreign body, tumor or bron- 
chial stenosis of inflammatory origin. Even if no obstruction 
is found, knowledge of which segmental branches is draining 
pus will help in localization of the abscess, in the event that 
external drainage becomes necessary. 


Unlike some other centers, we have not been impressed 
with bronchoscopic drainage as a method of treating lung 
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abscess, and perhaps have not pursued this enough; however, 
I have seen a few cases in which even a single treatment of 
the bronchus, carried out through the bronchoscope, seemed 
to turn the corner, and an abscess which was draining badly 
suddenly drained freely and proceeded to symptomatic cure. 
I do not use the word heal, because any large lung abscess 
produces local tissue destruction. Although the infection may 
be overcome, there are local irreversible changes in lung, such 
as secondary bronchiectasis, which remain and may or may 
not give symptoms. 


In bronchiectasis we commonly do a bronchoscopic exami- 
nation, but in the straightforward case this does not usually 
have any particular advantage; however, unless this is done 
as a routine, one will occasionally miss an adenoma or foreign 
body or other underlying cause for the bronchiectasis. In 
actual fact, when bronchiectasis is due to foreign body inhaled 
years before, it is usually missed by the bronchoscopist be- 
cause it is lying in a dilated bronchus, buried in granulations. 


In the management of tuberculosis it is impossible to over- 
estimate the importance of the bronchoscope. Some degree of 
bronchitis is present in every open case of tuberculosis, even 
if it be in only the tiny bronchus which is actually draining 
the cavity. It is necessary to know if any of the major bron- 
chi are involved before undertaking any form of collapse or 
excision therapy. Repeated examination is essential to follow 
the course of healing under streptomycin therapy, and to 
determine when surgical treatment is safe. This is one special 
field of bronchoscopy which I think can be very well handled 
other than by bronchoesophagologists; the full time sanito- 
rium staff can become extremely expert. 


Occasionally we encounter broncholiths which are causing 
hemoptysis or symptoms of bronchial obstruction, and they 
can be recognized and treated by bronchoscopic examination. 


Time does not permit mention of the many other more rare 
conditions which can on occasion be recognized by broncho- 
scopic examination. These include the lymptomata, broncho- 
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genic sarcoma and so on. On one occasion we obtained a 
biopsy from a bronchus which confirmed the diagnosis of 
pulmonary sarcoidosis. 


To turn for a moment to the therapeutic uses of the bron- 
choscope, one thinks first of atelectasis. Prevention of atelec- 
tasis, by active nursing methods and good cough discipline, is 
better than cure; but I believe that if it once progresses to 
the point when a lobe or lung has become atelectatic and air- 
less, the time has come when the patient can no longer clear 
his bronchus by cough. He cannot get the air into the lobe 
with which to cough the mucus out. The answer is broncho- 
scopic suction at the earliest possible moment. If one delays, 
the mucus backs up into the smaller bronchi and may reach 
the point where even careful suction cannot clear it and result 
in expansion of the lobe. Atelectasis of the remaining lobe is 
a special problem after lobectomy for bronchiectasis, particu- 
larly in bilateral disease, and we are very alert to recognize 
it and lean heavily on bronchoscopy in its treatment. It may 
be mentioned that in a very occasional postlobectomy case, 
in which even repeated bronchoscopic suctions could not clear 
a lobe and produce expansion, we have reopened the chest, 
milked the mucus out by massage and suction, inflated the 
lobe and closed the chest, with underwater drainage. This has 
been most effective. 


In chest trauma, where pain and unstable chest may make 
cough ineffective, atelectasis is again a problem. Intercostal 
nerve blocks and chest support may solve the problem, but at 
times bronchoscopy is necessary. More and more, in the 
severe cases, we are inclined to do a tracheotomy to permit 
frequent suction. When rupture of the trachea or a bronchus 
is suspected on clinical grounds, this diagnosis can be con- 
firmed by bronchoscopy. Immediate repair of the rupture is 
the correct treatment. 


Before leaving the question of therapy one may refer to 
the use of the bronchoscope as a means of insufflating or 
irrigating the bronchial tree with antibiotics. In conditions 
such as bronchiectasis, the organisms in the pus lying in the 
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bronchi are not the important ones; they are outside the 
body. It is the organisms living and multiplying in living 
tissue that matter, and the best way to approach them with 
antibiotics is through the blood and tissue fluids. Irrigating 
the bronchi with antibiotics in solution may improve drainage 
and so be beneficial, but as far as any specific antibiotic 
effect is concerned, it could perhaps be compared to irrigating 
the colon with antibiotics through a sigmoidoscope as therapy 
for ulcerative colitis. 


This brief review has not done justice to all the functions 
of bronchoscopy in its relation to the surgical therapy of lung 
disease. I hope that the succeeding speakers may suggest or 
fill in the gaps. 








SYMPOSIUM: 


(b) — THE RELATIONSHIP OF BRONCHOSCOPY 
TO CHEST SURGERY.* 


CHEVALIER L. JACKSON, M.D., 
Philadelphia, Pa. 


Almost 30 years ago, Chevalier Jackson (1924), at a meet- 
ing of the Section on Laryngology, Otology and Rhinology of 
the American Medical Association in Chicago, spoke on 
“Bronchoscopy as an Aid to the Thoracic Surgeon.” He com- 
pared bronchoscopy in its relation to thoracic surgery with 
cystoscopy in its relation to genitourinary surgery. He 
pointed out the fact that in both cases both the X-ray and 
endoscopy were indispensable. He called attention to the fact 
that in both fields suppurative lesions had to be treated, and 
endoscopic methods frequently aided in improving drainage. 
He pointed out that in both instances biopsy of tumors was 
done by the endoscopic route; furthermore, in both cases, 
endoscopic measures were useful in pre- and postoperative 
treatment, and in palliative treatment of the inoperable cases. 
When obstruction was present, whether due to foreign body, 
inflammatory stenosis, or tumor, it could very often be re- 
moved by endoscopic methods, and it could almost invariably 
be accurately diagnosed, even in cases where other measures 
were necessary for treatment. In conclusion, it was stated 
that the bronchoscopist was “merely an assistant to the in- 
ternist and the thoracic surgeon,” except in the foreign body 
cases. 


Foreign Bodies: Almost all, including many of the seem- 
ingly very difficult upper lobe foreign bodies, can now be 
removed by means of the bronchoscope and its auxiliary in- 


*Read as part of a Symposium at the Fifty-sixth Annual Meeting of the 








American Laryngological, Rhinological and Otological Society, Inc., Toronto, 
Canada, May 20, 1952. 

Editor’s Note: This ms. received in Laryngoscope Office and accepted for 
publication, Aug. 15, 1952. 
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struments.* Of course, in the rare cases of foreign body in 
the upper lobe, the procedure is much more difficult; and in 
these cases, as well as in those of foreign bodies in the periph- 
eral bronchi, the aid of the biplane fluoroscope is indispens- 
able. 


In the case of nonopaque foreign bodies in the peripheral 
bronchi, such as grass heads, which have a tendency to 
“ratchet” themselves further and further out into the periph- 
ery, we cannot make use of fluoroscopic guidance because the 
foreign body is not opaque. It is in these cases that not infre- 
quently resort must be had to thoracic surgery, for removal 
of the foreign body by bronchotomy or by segmental or lobar 
resection. 


Tumors: In bronchial tumors, bronchoscopy is of great 
diagnostic aid, and in many of the benign tumors broncho- 
scopic removal is curative. When the tumor is located in 
the larger bronchi, accessible to direct bronchoscopic vision, 
biopsy is easy and is carried out by means of bronchoscopic 
forceps. Our present preference is for the type of forceps 
originally designed for the removal of ball-shaped foreign 
bodies, known as the “ball forceps.” In the case of tumors 
located beyond the range of bronchoscopic accessibility, cyto- 
logic study of bronchial secretion, the specimen being collected 
from the bronchus leading to the suspected area, has greatly 
increased the percentage of early positive diagnoses. Cyto- 
logic studies are more valuable in the case of malignant 
tumors than in the case of benign tumors such as bronchial 
adenoma, but as a matter of fact the benign tumors and espe- 
cially the adenomas are generally located in the accessible 
bronchi, and ample specimens of tissue can be taken from the 
tumor directly, without the use of cytologic methods. 


With regard to treatment, we have now come to the belief 
that about half of the cases of adenoma are better treated by 
resection of the lobe or the lung;* however, we still strongly 
believe that in the cases of adenoma in which the tumor is 
attached by a narrow base and is readily accessible to bron- 
choscopic instrumentation, endoscopic removal by forceps and 








774 JACKSON: BRONCHOSCOPY & CHEST SURGERY. 


electrocoagulation is to be preferred (see Fig. 1). In our 


experience we have found that very few, if any, true adeno- 
mas prove malignant or undergo malignant change. Certainly 
this remote possibility is not a sufficient reason to advise 





Fig. 1. Typical histologic picture of bronchial adenoma of the “carcinoid” 
type. Lower left, gross appearance of tumor obstructing left lower lobe 
bronchus. Endoscopic removal was satisfactory in this case. 


surgical resection. On the other hand, if complete endoscopic 
removal is not possible and there remains some narrowing of 
the bronchus, due to either collapse or compression, and if 


there is any bronchiectatic or other abnormality of the distal 
portion of the segments beyond the tumor, surgical resection 
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is indicated (see Fig. 2). One reason for the rather consider- 
able number of cases in which endoscopic treatment has prov- 
en unsatisfactory is the fact that a considerable amount of the 
tumor is apt to be located extrabronchially, where endoscopic 
removal is obviously impossible. The type of bronchial tumor 





Fig. 2. Roentgen-ray appearance in case of right lower lobe bronchiecta- 
sis due to obstruction by bronchial adenoma. Note that the middle lobe is 
perfectly normal, as shown in the lateral Roentgenogram. Lobectomy was 
necessary in this case because a considerable portion of tumor was extra- 
bronchial. 
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known as “cylindroma” should be differentiated from bron- 
chial adenoma of the ordinary or “carcinoid” type. When 
feasible, resection should probably be resorted to even more 
promptly in a case of cylindroma than in a case of bronchial 
adenoma. On the other hand, we have had two cases of cylin- 
droma in which surgery has not been done because of the 
proximity of the tumor to the carina, and these two patients 
have now been under treatment at rather long intervals for 
a period of more than five years. 


Suppurative Diseases: In suppurative diseases of the bron- 
chi and lung, bronchoscopy is of great value for diagnosis 
and treatment, both independently of surgery and in conjunc- 
tion with it. After the usual physical examination and a 
careful X-ray study, the next step in the diagnostic evaluation 
in any case of bronchopulmonary suppuration should be bron- 
choscopy. This is important to determine the presence or 
absence of obstruction and to secure uncontaminated speci- 
mens of bronchial secretions for bacteriologic study and par- 
ticularly for tests of sensitivity to the various antibiotics. As 
for its use in treatment, we may say that in occasional cases 
bronchoscopic aspiration may contribute very largely to cure. 
In most cases of suppurative disease, however, bronchoscopy 
is of value chiefly as a pre- and postoperative treatment, and, 
of course, as a palliative measure in the inoperable cases. In 
the history of the treatment of pulmonary abscess, we feel 
that there have been several periods. In what we might call 
the prebronchoscopic period, this condition was a very grave 
and even highly fatal one. The advent of the bronchoscope, 
with the aid it afforded to postural drainage, definitely in- 
creased the number of patients surviving.‘ Surgical drainage 
had been used, of course, previous to the advent of bronchos- 
copy and was still being used; however, operative mortality 
was running high. Thus, with the advances in technique of 
thoracic surgery, bronchoscopic drainage, done early, espe- 
cially in the so-called “putrid” cases, began to yield a higher 
percentage of cures, and it came to be recognized that the 
prolonging of conservative treatment, including bronchoscopic 
drainage, was unwise in many cases. The pendulum, there- 
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fore, swung in the direction of more radical surgical treat- 
ment. With the advent of the “sulfa” drugs and the subse- 
quently even more efficacious antibiotics, the pendulum has 
swung back again toward more conservative treatment, in- 
cluding bronchoscopy for drainage and the instillation of 
antibiotics. The recognition of the importance of the bron- 
chopulmonary segment for the more accurate localization of 
disease and more accurate endoscopic diagnosis and treatment 
has played an important réle®’ (see Fig. 3). 





Fig. 3. Pulmonary abscess involving the posterior segment of the right 
upper lobe. Segmental localization is of fundamental importance in the 
proper execution of postural, bronchoscopic, or external surgical drainage. 


In bronchiectasis, bronchoscopy, with complementary bron- 
chographic studies, is of great pre- and postoperative value, 
but there is no doubt that the only effective curative treat- 
ment of established bronchiectasis is by resection. Bronchiec- 
tasis is, as has been well said by Overholt,’ a “segmental 
disease” and obviously, segmental localization is of the great- 
est importance (see Fig. 4). Before planning the program of 
surgical treatment in a case of bronchiectasis, it is necessary 
to map by bronchography all five lobes of the two lungs. Like- 
wise, the endobronchial appearances should be carefully stud- 
ied and recorded. We believe that bronchoscopic aspiration 








778 JACKSON: BRONCHOSCOPY & CHEST SURGERY. 


can be of curative value in the early cases of bronchiectasis, 
and certainly in the cases of “pseudobronchiectasis,” where 
the dilatations have not yet become irreversible; it is also of 
value in all cases as a pre- and postoperative measure, and in 
inoperable cases, it has very considerable palliative value. 





Fig. 4. Bronchiectasis localized to superior segment of left lower lobe. 
Segmental resection is indicated. 


In empyema, bronchoscopic observations have shown that 
bronchial obstruction, of one kind or another, can be an 
important etiologic and perpetuating factor. In our experi- 
ence, we have seen foreign bodies, both opaque and non- 
opaque, cicatricial stricture, compression stenosis, endoge- 
nous foreign bodies such as broncholiths, among other causes 
of obstruction (see Fig. 5). It should be emphasized, that 
while empyema can rarely be effectively drained through the 
bronchus, either spontaneously or by the aid of bronchoscopy, 
permanent cure will not be obtained by external drainage so 
long as bronchial obstruction is present. It is, therefore, sug- 
gested that in every case of empyema the surgeon provide 
himself with full knowledge of the endobronchial condition, 
preferably before carrying out surgical drainage. 
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Now, one question which I should like to discuss briefly is 
the question of who should do bronchoscopy. Several years 
ago, | was invited to discuss bronchoscopy before the Section 
on Oto-Rhino-Laryngology of the British Medical Association, 








- ee 


Fig. 5. Postmortem specimen demonstrating stenosis of main bronchus 
which was the cause of pulmonary suppuration and empyema which caused 
patient’s death. A wheeze had caused physicians to make an erroneous diag- 
nosis of asthma. Diagnostic bronchoscopy would have led the way to cura- 
tive treatment. 


at its meeting in Aberdeen.* I gave my views on this subject on 
that occasion, and I subsequently came to realize that my 
British colleagues were very much disappointed in the atti- 
tude I took, because they were very resentful of the inroads 
being made by the thoracic surgeon into what they considered 
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an important part of the field of the laryngologist. I took the 
view that anyone who wanted to obtain the proper training 
in the endoscopic procedures had the right to carry them out. 
I stated that the time had come when physicians and thoracic 
surgeons fully realized the value of peroral endoscopy and 
yet in some instances they would certainly have difficulty in 
obtaining prompt and full cooperation from the laryngologist. 
I urged a liberal attitude on this subject, but at the same time 
insisted that anyone planning to do bronchoscopy should see 
to it that he had obtained the proper training and practice 
before examining and treating human patients. Ewart Mar- 
tin’ was invited a few years later to discuss bronchoscopy at a 
meeting of the Section on Laryngology, Otology and Rhinology 
of the American Medical Association at Atlantic City. I was 
a little disappointed that Martin ignored my discussion at 
Aberdeen, and, of course, one of the reasons probably was the 
fact that he took a very different view. He certainly stated 
very frankly that he thought bronchoscopy belonged to the 
laryngologists, and that every effort should be made to retain 
it as a part of laryngology. I still feel that the work must 
necessarily be done by specialists working in various different 
fields, and we welcome to our postgraduate courses at Temple 
University anesthesiologists, thoracic surgeons, pediatricians, 
internists, phthisiologists and oncologists, as well as the oto- 
laryngologists. In his address as President of the American 
Bronchoesophagological Association a few years ago, Schall'® 
stated: “There are pessimistic souls and frustrated individu- 
als who bewail this intrusion into what they would have us 
believe is the exclusive field of the laryngologists. Who can 
resent an internist with sufficient training and skill who de- 
sires to complete his examination by his own endoscopic 
work? Who can censure the thoracic surgeon who wishes to 
see for himself the problem for which he is going to operate? 
Surely this specialty is big enough for all who are willing to 
devote the time and the effort to acquire the skill to perfect 
themselves in this art. Only by teamwork with other branches 
of the medical sciences will progress be made. Bronchoeso- 
phagology is not at the crossroads, but is on the high road of 
scientific progress.” 
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Thorough intensive special training in bronchoscopy and 
esophagoscopy is necessary for anyone who plans to use these 
procedures. Such training is necessary in order that they 
may be done safely and efficiently and with a minimum of 
discomfort. 1 emphasize safety because these procedures can 
be very dangerous. Before the development of refined tech- 
nique, the mortality was high. In the second place, I stress 
efficiency because it is desirable that we accomplish the visu- 
alization and removal of the foreign body, if the case is one 
of foreign body. If the lesion is a tumor, then it is desirable 
that we exercise the greatest efficiency in order to obtain 
confirmation of the diagnosis by biopsy or cytologic study. 
This requires the skillful obtaining of the tissue specimen or 
the secretions for laboratory examination. In the third place, 
[ contend that it is important to see to it that the procedure 
causes the patient as little discomfort as possible. Endoscopic 
examinations and manipulations can be severe ordeals for 
both the patient and the endoscopist, but with proper training 
and experience the strain and discomfort suffered by both is 
minimized. 


Before closing, I wish again to call attention to the impor- 
tance of the modern understanding of applied bronchopulmo- 
nary anatomy and particularly the concept of the broncho- 
pulmonary segment.’ This concept is of vital significance in 
the diagnosis and treatment of diseases of the bronchi and 
lungs. It is important in pulmonary abscess and in bronchiec- 
tasis, and also in tuberculosis. It is of importance in the early 
diagnosis of tumors of the bronchi and it is of obvious impor- 
tance in the localization and extraction of foreign bodies. 
Furthermore, the wide adoption of a common simple nomen- 
clature is essential to the mutual understanding of the bron- 
choscopist and the thoracic surgeon, as well as, of course, in 
the understanding between both of these and the radiologist. 
It is to be hoped that in the near future a universal agreement 
will be reached on this subject (see Fig. 6). 


Finally, I wish to urge that bronchoscopy not be considered 
as competitive with surgery. We should avoid the “partisan 
spirit,” and think not of bronchoscopy versus surgery, but of 
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Fig. 6. Chart showing anatomy of the bronchopulmonary segments and 
their corresponding segmental bronchi. The endoscopic landmarks of the 
various segmental bronchial orifices are shown in the circles. The inverted 
position is used in order to present the anatomical parts in the same relation 
as these parts bear to the bronchoscopist’s eye during bronchoscopy. (From 
Jackson and Jackson, “Bronchoesophagology,” W. B. Saunders Co., Phila- 
delphia, 1950). 
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bronchoscopy plus surgery versus the disease. Let us think 
of the bronchoscope as a bronchial speculum; as such, we 
must recognize that it is an instrument indispensable in the 
diagnosis and treatment of bronchial disease, and one of the 
most important instruments in the hands of the thoracic sur- 
geon, whether he chooses to use it himself, or to delegate its 
use to a bronchoesophagologist or laryngobronchoesophagolo- 
gist on his staff. 
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SYMPOSIUM: 


(c) THE RELATIONSHIP OF BRONCHOSCOPY 
TO CHEST SURGERY.*+ 


EDWIN N. BROYLES, M.D., 
Baltimore, Md. 


The last 25 years have seen a change in the application of 
bronchoscopy. Though the removal of foreign bodies and the 
aspiration of purulent secretions from the trachea and bronchi 
are still important, by far the most frequent use of bronchos- 
copy today is to examine and study carefully the trachea and 


bronchi to determine pathological lesions in the lower air 
passages. 


What has happened and why has this change taken place? 
The genius of Gustav Killian and his assistants began bron- 
choscopy, and to Chevalier Jackson, because of his ability, his 
work and his teachings, is due the great interest in and the 
development of modern bronchoscopy. With the increase in 
the numbers of doctors, mostly laryngologists who did endos- 
copy, many cases of bronchiectasis and lung tumors were 
diagnosed. These cases were discussed with those surgeons 
interested in chest diseases (tuberculosis and empyema). 
Soon, lobectomies were being done for bronchiectasis and 
pneumonectomies for lung tumors (Graham, 1933; Rienhoff, 
1933). In 1916, Dr. L. F. Barker, a distinguished clinician, 
wrote of bronchoscopy, “With some practice it is possible to 
view the bifurcation of the trachea, the entrance into the two 
chief bronchi, and the subdivision of a main bronchus. Only 
experts can be expected to use the apparatus.” This was just 
one year after Chevalier Jackson had published his enlarged 
work (1915) on “Peroral Endoscopy and Laryngeal Surgery.” 








*Read as part of a Symposium at the Fifty-sixth Annual Meeting of the 


American Laryngological, Rhinological and Otological Society, Inc., Toronto, 
Canada, May 20, 1952. 


+From the Department of Otolaryngology, Johns Hopkins Hospital. 


Editor’s Note: This ms. received in Laryngoscope Office and accepted for 
publication, June 25, 1952. 
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The association of bronchoscopy to chest surgery, and es- 
pecially to lung surgery, is extremely close. Chest surgery 
also includes surgery of the heart, mediastinum, esophagus, 
and the great vessels, and to this surgery bronchoscopy is not 
so closely related. The association of bronchoscopy to chest 
surgery may be likened to the association of laryngoscopy and 
laryngeal surgery. Before laryngoscopy, Ehrman found 31 
cases in all the literature of laryngeal tumors removed by 
surgery. From 1854 to 1899, after laryngoscopy had been 
developed by Garcia, F. Semon gathered 12,297 cases of 
laryngeal tumors. Greater vision had improved the diagnosis 
and also the treatment. Likewise, the wider use of the bron- 
choscope and bronchoscopy has improved the diagnosis and 
treatment of diseases of the lower respiratory tract. 


Should bronchoscopy be done by the laryngologist or the 
chest surgeon or by a doctor trained and interested in endos- 
copy? The answer is obvious. If a chest surgeon is interested 
and trained in bronchoscopy, there is no reason why objec- 
tions should be raised, nor should objections be raised if an 
endoscopist, after proper training, should do chest surgery. 
In large clinics, however, the amount of endoscopic work and 


chest surgery is so great that it is difficult for one service to 
do both efficiently. 


Competent endoscopy requires long training, constant prac- 
tice, and a large quantity of delicate equipment, and for best 
results, in my opinion, should be under the direction of one 
who is interested primarily in its use and development. 


One use of bronchoscopy is to select cases suitable for chest 
surgery. For those cases requiring surgery it must not only 
give aid in the diagnosis but also information to the surgeon 
as to the physical condition of the lower respiratory tract. 
During operations or in the postoperative state, endoscopic 
therapy can also mean the difference between life and death. 
Bronchoscopy is an adjunct of chest surgery, though it is a 
complete specialty in itself. 


Bronchoscopy is just one part of endoscopy, whereas chest 
surgery serves the whole field (lung, mediastinum, heart, 
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blood vessels and esophagus). Telescopic views of the upper 
lobe bronchi have enlarged the visual field, and magnification 
has aided the closer study of pathological lesions. 


The bronchoscopic removal of tissue for diagnosis and cells 
for microscopic study can give positive diagnostic answers. 
The endoscopist is a member of a chest team along with the 
surgeon, roentgenologist, physician and pathologist. Each has 
an important réle in the diagnostic and therapeutic problem. 
One operation, one X-ray film, one physical examination, one 
microscopic slide may clear the confusion and the findings of 
one bronchoscopic examination can be the solution of a most 
puzzling lung picture. 




















ANATOMICAL CONSIDERATIONS OF DEEP 
INFECTIONS OF THE NECK.* 


J. C. BOILEAU GRANT, M.D. (by invitation), 
Toronto, Canada. 


The structures in the neck are few in number and, like the 
structures in the limb, they mostly run longitudinally — from 
the skull through the neck to the thorax, some reaching even 
the abdomen. In the midline lie the viscera of the neck — 
pharynx and esophagus, larynx and trachea, and the associ- 
ated thyroid gland. On each side of these lies a vagus nerve. 
This vagus or vagrant nerve supplies these viscera, and with 
the carotid arteries and the internal jugular vein, it occupies 
a place in the carotid sheath. On each side is the sterno- 
mastoid; in front are the depressors of the hyoid bone. 


That these various structures do not rattle about loosely in 
the neck is due to the fact that they are embedded in a matrix 
of areolar fascia. Were it not for this fascia, pus resulting 
from deep infections would flow freely among the various 
structures of the neck much as rising flood water flows freely 
between the trees of an inundated forest. 


This leads us to ask ourselves, “what is the nature of this 
so-called areolar fascia?” We would briefly answer, “just as 
fishes and other objects in the sea are wet all over with water, 
so in the embryo all the structures in the neck are, as it were, 
wet all over with mesoderm — mesenchyme — in which they 
developed”. As the structures develop they enlarge and ex- 
pand and the relative amount of mesenchyme may diminish, 
e.g., in the case of the parotid and submandibular glands only 
a thin partition remains to separate them, and it becomes the 
stylomandibular ligament. 


*Read at the Fifty-sixth Annual Meeting of the American Laryngological, 
Rhinological and Otological Society, Inc., Toronto, Canada, May 20, 1952. 

Editor’s Note: This ms. received in Laryngoscope Office and accepted for 
publication, June 25, 1952. 
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Areolar Tissue: We must be careful, then, to think of fas- 
cia not as so many sheets of paper but as partitions or septa 
in a sponge or in a honeycomb. Some partitions may be 
almost as strong as fine steel; others are as delicate as gos- 
samer. 


Our problem, then, is largely one of knowing where the 
fascia is thick and resistant; where gossamer-like and, there- 
fore, negligible clinically. 


Just as loose areolar tissue is required between the bladder 
and the rectum to allow each of these hollow organs to expand 
and contract independently of each other, so areolar tissue is 
required between the trachea and the esophagus; and a still 
greater quantity is required between the esophagus (and at a 
higher level the pharynx) and the prevertebral muscles, in 
order to allow movements of swallowing and movements of 
the neck. 


In the retropharyngeal region there is much loose, froth- 
like areolar tissue, which is very easily broken down with the 
finger. It extends laterally to the carotid sheath. If the peri- 
toneal cavity extended to the neck it would be found here 
between the viscera and the depressors of the larynx, which 
indeed represent the rectus abdominis and might well be called 
the rectus cervicis. 


Here, then, are three loosely filled spaces, prevertebral, ret- 
ropharyngeal and pretracheal, which when followed down- 
wards lead to the superior mediastinum. 


The prevertebral and the retropharyngeal spaces are read- 
ily approached from behind the sternocleidomastoid muscle 
and the carotid sheath; in approaching the pretracheal region 
and root of the neck I would remind you of an unnamed 
vein that lies along the anterior border of the sternocleido- 
mastoid muscle, commonly present, sometimes achieving the 
size of one’s finger and, therefore, likely to be mistaken for 
the internal jugular vein. This disconcerting vessel connects 
the common facial vein to the anterior jugular vein. 
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At the root of the neck, pleura clothes the esophagus (which 
bulges to the left) on each side and may be wounded. 


Running from the skull through the neck to the thorax is 
the carotid sheath. This sheath is actually a tunnel in the 
areolar sponge-work. Its condensed wall fits it like a loose 
garment, and where a branch leaves the artery a branch 
leaves the canal, too, with the result that there is a loose areo- 
lar branching system of tunnels throughout the neck, e.g., the 
facial artery, on leaving the external carotid runs in a canal 
that traverses first the parotid region, the submandibular 
region and ends in the face. 


Above the hyoid bone three areolar spaces engage our at- 
tention: the pterygomaxillary, also called the lateral pharyn- 
geal, the parotid and the submandibular. 


It is important to note that these spaces do not descend 
below the hyoid bone, for no muscle crosses the hyoid bone. 
Indeed, the simplest means of entering the pharynx, theoreti- 
cally, is to cut through skin, hyoid bone and mucous mem- 
brane, for no muscle crosses the hyoid bone, either on the out- 
side or the inside; so it is a barrier, shall we say, between the 
north and the south. In order to spread to lower levels, pus 
in either of these regions must either burst onto the surface 
or pass backwards and descend with the carotid sheath. 


The lateral pharyngeal space is the space that may be in- 
fected either from tine tonsil or by a needle carrying infection 
when the dentist injects the lingual and inferior dental nerves. 
It is largely filled with fat and crossed obliquely by the medial 
pterygoid muscle. Medially is the superior constrictor; lat- 
erally, the ramus of the jaw behind the parotid gland, the 
styloid process and the carotid sheath. The fascia in front of 
the parotid is the strong stylomandibular ligament. The fas- 
cia in front of the carotid sheath extends to the side wall of 
the pharynx and is as strong as fine steel. 


This slide shows the tonsil herniated between the fibres of 
the superior constrictor — the surgeon could hardly be blamed 
if the space were infected when removing such a tonsil. We 
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see the Eustachian tube at the roof of the space and we see 
where the steel-like stylopharyngeal membrane extends from 
the styloid process, the lower border of the tympanic plate 


and the pharynx. The carotid artery and the jugular vein are 
behind. 


Here we have the lateral pharyngeal space seen from be- 
hind. The carotid sheath and the steel-like stylopharyngeal 
ligament have been removed, thereby revealing some of the 
fat in the space, which extends up to the Eustachian tube. 

This slide shows where the injecting needle would pierce 
the buccinator before passing between the ramus of the jaw 
and the medial pterygoid. 


To enter the space from the neck it is well to keep below 
the border of the jaw, lest we encounter facial artery and 
vein and the nerve to some depressors of the lower lip; so, 
using Mosher’s approach, we must divide some branches of 
the common facial nerve, raise the submandibular gland, push 
through the roof of its ballooned-out space and pass upwards 
close in front of the angle of the jaw towards the tip of the 
styloid process. 


The process may be short or long or it may extend down 
to the lesser horn of the hyoid bone, in which case it is in 
several pieces articulated together. 


We then push up, keeping close to the medial side of the 
medial pterygoid, which on this surface receives many small 
twigs from the facial artery, and more posteriorly a tortuous 
internal carotid artery may be applied to it. 


Our deeper landmarks are the greater horn of the hyoid 
bone, above which is the posterior belly of the digastric, here 
crossing the hypoglossal nerve before passing deep to the 
mylohyoid muscle. I think it is evident that an infection 
round about the lingual nerve can travel downwards into the 
mouth along the nerve backwards along the duct into the 
submandibular region. Fig. 17 showed cross-section of the 
head just below the level of the mastoid process. Fig. 18 
showed some adenoids, the mouth of the Eustachian tube and 
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the apical part of the lateral pharyngeal recess; the steel-like 
portion, stylopharyngeal ligament in front of the carotid 
sheath and the thin gossamer-like covering of the parotid 
gland above the level of the stylo-mandibular ligament, which 
with a mere covering of fascia projects into the lateral 
pharyngeal space. 
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PRACTICAL CONSIDERATIONS IN THE 
RELATIONSHIP OF SEPTAL PROCEDURES TO 
RHINOPLASTY.*+ 


E. R. V. ANDERSON, M.D., 
Los Angeles, Calif. 


In recent years a great increase in attention to surgery of 
the anterior segment of the nose to correct defects interfering 
with nasal function has taken place, stimulating tremendous 
improvement in our techniques for correcting defects of this 
region. This surgery must necessarily involve the skeletal 
structures of the external nasal pyramid, of the columella 
and of the septum as well. 


Without entering into a controversy regarding which spe- 
cialty should deal with defects of the nasal pyramid, it can 
be said unequivocally that no rhinologist can deal adequately 
with nasal function without availing himself of the surgical 
principles of rhinoplasty. Inevitably, one must quickly add 
that cosmetic factors, either acknowledged or subconscious, 
will frequently play a part. I have never had a patient com- 
plain about the cosmetic improvement which incidentally re- 
sulted from the straightening of a deviated nasal pryamid 
coincident with surgery to correct mechanical obstruction of 
the nasal airway. 


Literature on the problems of deformities of the septum, 
as they affect the nasal airway, appeared around the turn of 
the century. The paper of Freer,' read before this Society in 
June, 1905, at Boston, and Killian’s* paper, which was pub- 
lished the same year, are landmarks in the history of 
otorhinolaryngology. The awakening ‘terest of rhinologists, 


*Read at the Fifty-sixth Annual Meeting of the American Lary ngological, 
92 


Rhinological and Otological Society, Inc., Toronto, Canada, May 22, 195 
*From the Department of Otorhinolary ngology, University of Southern 
California School of Medicine, Los Angeles, Calif. 
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generally to rhinoplasty, however, stimulated a great deal of 
thought regarding the relationship of defects of the nasal 
pyramid and its skeletc:. to obstruction of the nasal airway. 
Noteworthy are the papers of Fomon and his group,*-’ Beck- 
er,’ Salinger,’ Converse* and Peer.® 


The first real effort to deal with defects of the caudal end 
of the septum was made by Metzenbaum" in 1929. Since this 
contribution, an evolution in our concept concerning the role 
played by the septum in giving support to the nasal structures 
has taken place. This subject is treated in detail elsewhere, 
but suffice to say, whether one believes in the importance of 
the septum as a support te the externai nasal pyramid, will 
color one’s appraisal of the relative merit of various opera- 
tions proposed to correct various septal deformities. 


To establish my position, I am convinced that the external 
nasal skeleton will stand by itself without support of the nasal 
septum, unless that nasal skeleton made up of the nasal bony 
processes, upper lateral cartilages and lower lateral cartilages 
are congenitally aberrant or rendered abnormal by factors to 
be discussed later in this paper. 


I also believe the collapse of the nasal tip or of the upper 
cartilaginous part of the external nasal pyramid following 
corrective surgery of deviations of the nasal septum is due to 
the internal traction forces of healing of deskeletonized mem- 
branes and not to lack of support per se. 


Peer, in 1937, was one of the first after Metzenbaum to 
undertake the problem of deviations and deformities of the 
caudal end of the septum. Fomon and his group have arrived 
at a solution of this problem essentially similar to that of Peer, 
but for radically different reasons. Converse and Becker, as 
well as many others, have discussed in detail their techniques 
for treating various kinds of deformities of the septum when 
associated with deformities of the nasal pyramid. 


Due to the number of variations and combinations of de- 
formities that are possible, a general discussion of the 
whole problem must necessarily underemphasize the practical 
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details of the relationship of those procedures to rhinoplasty. 
The final object of the procedure, the character of the carti- 
lage to be dealt with, the duration of the procedure, the 
effective duration of the anesthetic, and the proper selection 
of sequence of multiple procedures are factors of the greatest 
practical importance in planning one’s solution for any given 
specific case. These practical factors will here be enumerated 
and discussed before consideration is given to how these fac- 
tors affect the relationship of septal surgery to rhinoplasty. 
Whether treatment of defects of the external pyramid, of the 
septum and internal structure of the nose, or of both, is to be 
undertaken must be determined, as the most important con- 
sideration here is the operating time required to accomplish 
the desired result. It is axiomatic that to obtain the maximum 
correction of a deviation in the nasal airway, deviations in 
the external pyramid of the nose must be eventually corrected 
along with deviations of the septum found internally. Correct- 
ing these external deviations is rhinoplasty, and it is inevita- 
ble that while the external nose is being replaced in the mid- 
line, the patient will be pleased by any supplemental rhino- 
plastic procedure which will improve the cosmetic defects. 
Generally, therefore, the surgeon is not going to stop when he 
has the nasal pyramid in the midline and has dealt with the 
defects which interfere with breathing. If the nose is a pugi- 
listic type with a saddle, he is going to build up the depression 
as well as straighten the pyramid. If there is a hump, he will 
remove it. These procedures take time, and the time consumed 
is the first factor under consideration. 


DURATION OF PROCEDURE. 


With adequate and trained nursing help after surgical prep- 
aration of the patient, the ordinary rhinoplasty without treat- 
ment of septal deflections in most experienced hands requires 
upwards of one and one-half hours. Surgical procedures 
dealing with deviations of the upper lateral cartilage, alae 
and columella are integral parts of rhinoplastic procedure 
which must be dealt with in every rhinoplasty and, therefore, 
require no additional time. If the septum is to be operated 
upon as well, the additional time required will depend upon 
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the nature of the cartilage to be dealt with as well as the 
septal defects encountered. Firm, smooth cartilage, no matter 
how badly deviated, may be dissected free of membrane 
quickly and easily. When this kind of cartilage is met, mini- 
mum time is required. Unfortunately, this situation obtains 
seldom in the case requiring corrective replacement of the 
nasal pryamid since a deviating nasal pyramid associated 
with septal deflections is most often traumatic in origin, and, 
hence, the cartilage is usually altered in character. 


Reduplicated and compartmented septal cartilage is most 
frequently encountered as a result of nasal fracture; the sep- 
tum most often has been comminuted. During the process of 
healing, fibrous invasions between the perichondria on the two 
sides of fragments of cartilage are formed, thus compart- 
mentalizing the deviating septal cartilages. Frequently, one 
fragment overrides another and heals in that position. Thus, 
reduplicated cartilage is found with two pieces of cartilage 
lying one beside the other in separate fibrous compartments 
(see Fig. 1). 
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Fig. 1. (A) Schematic drawing, and (B) actual photograph of reduplicated, 
compartmented septal cartilage resulting from old nasal fracture. 


Fibrosis of the cartilage may exist as a result of partial 
organization of septal hematoma or abscess. Fibrous tissue 
will invade the cartilage plate itself, rendering the cartilage 
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mushy, inelastic and difficult to separate from its perichon- 
drium. This process of healing is observed not only in septal 
cartilage but may be also seen in the thickened skin of the 


face and in the mushy, soft, thick cartilage of the upper 


laterals, alae and the cauliflower ears of the old prize fighter 
(see Fig. 2). 





B 
Fig. 2. (A) Drawing taken from actual photograph of pugilist, a veteran 
of more than 200 professional prize fights; ( B) drawing from photomicro- 
sraph of upper lateral cartilage taken from the same patient, showing 
fibrous invasion of cartilage due to organization of hematoma. 


A thickened septum sometimes massive in width may exist 
from fibrosis of septal cartilages due to repeated trauma (see 
Fig. 3). Subperichondrial hematoma will often form in the 
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(A) Schematic drawing, and (B) actual photograph showing tre- 
mendous deviation of bony component of nose due to trauma. 


Fig. 3. 
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angle where the cartilage of the septum joins the upper lat- 
eral cartilages. If this hematoma is organized the septum may 
be a centimeter or more in width at this point, producing a 
spreading of the upper cartilaginous component of the nose 
(see Fig. 4). 


Cartilage 


Septum 
Lower 
Lateral 
Cartilage 
Fig. 4. (A) Schematic drawing, and (B) actual photograph of the spread- 
ing effect produced by organized hematoma in the angle between the carti- 


lage of the septum and the upper lateral cartilages. 


Congenitally small quadrilateral cartilage may contribute 
to the problems of the septal procedure. One may repeatedly 
observe that the individuals with great deviation of the exter- 
nal nasal pryramid, whether due to trauma or to growth fac- 
tors, have a congenitally small quadrilateral cartilage; there- 
fore, the septum is rigid, being made up primarily of bone 
which is less able to absorb a blow without fracture and devi- 
ation. Finally, the membrane over a sharp deviation is gen- 
erally atrophic and easily shredded, a condition which may 
considerably complicate any septal procedure (see Fig. 5). 


HOW DO THESE FACTORS AFFECT OPERATING TIME? 


Any one or any combination of these situations will enor- 
mously increase the operating time required to deal with the 
septum. The preoperative diagnosis of the existence of these 
conditions will help in planning the procedure, but compli- 
cated submucous elevation under practical conditions will fre- 
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quently produce shredded or perforated membranes, increas- 
ing the already considerable number of incisions which will 
be required for the rhinoplasty. 






Loveral 
Cartilage J 





Fig. 5. (A) Schematic drawing, and (B) actual photograph showing the 
deviation of the lower components of the nose due to congenitally small 
cartilage of the septum and upper lateral cartilages. 


THE ANESTHETIC. 


The largest percentage of septal or rhinoplastic procedures 
are done under local ‘anesthesia with procaine and cocaine 
block. Properly done, the anesthesia is excellent. With ade- 
quate preoperative sedation even the most apprehensive pa- 
tient is at ease. 


In addition to its excellence, this type of anesthesia carries 
the least danger, the greatest shrinkage of intranasal mucosa 
for visibility, and the greatest local vasoconstriction. Bleed- 
ing is, therefore, minimized ; a practical consideration of great 
importance in the ease with which this work is done, as well 
as in the final result. Operative oozing wastes a great deal of 
time devoted to sponging; postoperative oozing and edema 
separates loosely apposed parts which are meant to heal to- 
gether. It may be parenthetically added here that procaine 
solutions routinely supplied in hospital operating rooms vary 
tremendously in vasoconstrictive properties. The addition of 
epinephrine is not the only factor involved. 


Following infiltration and cocaine block, the anesthesia 
lasts well for a period of about two hours. Then pain sensi- 
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tivity and worse, a secondary vasodilatation with oozing 
increased by manipulation and edema of the intranasal mem- 
brane supervene. Reintroduction of anesthesia, whether by 
infiltration or intranasal nerve block, is grossly unsatisfac- 
tory. The anesthesia is imperfect and the vasodilatation and 
oozing are uncontrolled. In addition, even in the most stoic 
patient, the preoperative sedation has worn off and supple- 
mental drugs must be given. 


Procedures which extend beyond the duration time and 
vasoconstriction time of the local anesthesia become increas- 
ingly unpleasant for the surgeon as well as for the patient. 
Blood appears in profusion from the slightest incision, ob- 
scuring the field; the patient frequently has become restless 
beyond any sedation short of general anesthesia. Even with 
the greatest care, he has not been prevented from swallowing 
some blood with its attendant nausea and vomiting; there- 
fore, duration of the local anesthesia of about two hours lim- 
its the time which may be used, unless the surgical procedure 
is so planned that the administration of the infiltration anes- 
thesia is delayed until after the septal procedure. 


CONCEPT FOR PROCEDURE. 


In approaching any problem of septal deviation, we con- 
sider the portion of the septum ordinarily dealt with in the 
Killian operation as Part II, which excludes the ventral 
buttress and the caudal margin of the septum. Our Part I in 
this discussion is that part which remains untouched in any 
Killian procedure. Its treatment is to be considered as part 
of the rhinoplastic procedure (see Fig. 6). 


This concept is at variance with that of Fomon et al., who 
arbitrarily divide the nasal septum into an anterior and pos- 
terior compartment by an imaginary line drawn from the 
frontal spine to the nasal spine. A portion of the septum 

lying in their anterior compartment is ordinarily treated by 
’ the Killian procedure; the remaining portion (our Part I) is 
intimately exposed during rhinoplasty and may be best dealt 
with after the nasal skeleton is exposed by the routine inci- 
sions of the rhinoplasty. 
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Fomon et al. advocate operation on the septum through an 
incision made below the free caudal margin of the quadrilat- 
eral cartilage. This procedure, while it adequately exposes 
the caudal free margin for treatment, makes deviations in the 
posterior part of the nose more difficult to visualize. The divi- 
sion of the septum into anterior and posterior compartments 
tends to underemphasize the importance of deviations in the 
posterior portion of the nasal fossa. 





Fig. 6. (A) Procedural concept of the septum after Fomon et al., showing 
its division into anterior and posterior components. (B) Division of septum 
into Parts I and II as dealt with in the Killian procedure. Part II is dealt 
With in all Killian submucous resections. Correction of Part I deformities is 
dealt with in the subsequent rhinoplastic procedures. 


In planning the procedure, details of operative treatment 
of Part I abnormalities of the septum (see figure) are dis- 
cussed by Fomon et al., Converse and Becker, and others. 
These discussions, however, tend to underemphasize: first, 
treatment of deformities of the posterior part of the septum, 
and second, the practical technical difficulties discussed in 
this paper which greatly influence operative time. Fair as- 
sessment of the situation before the operation may frequently 
but not always be made. 


The pugilist nose is a particular problem — thick eyelids _ 
and maxillary skin, the typical flat, deviated nasal pyramid, a 
soft, easily depressible nasal tip, a thick, severely deviated 


nasal septum, all portend great technical difficulty with sub- 
mucous elevations. 
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A firm septal cartilage, a firm nasal tip, and a generally 
thin septum, although badly deviated, usually indicate an eas- 
ily accomplished submucous elevation of membranes. 


INDICATIONS FOR A TWO-STAGE PROCEDURE. 


In any case requiring treatment of the septum, as well as 
the external nasal pyramid, the question arises whether the 
surgery may best be accomplished in one stage. While in the 
great majority of instances this situation exists, a two-stage 
operation, on occasion, may best be done. First, a badly devi- 
ated caudal end of the septum; and second, the reduplicated 
compartmentalized or fibrous septum combined with external 
deformity of the nose requiring correction should be planned 
in two stages. In the first stage, a typical Killian submucous 
resection may be done in which care and adequate time may 
be devoted to elevation of the membranes. 


In approximately one month, the rhinoplastic procedure with 
routine incisions, sharp dissection, and transfixion of the nose 
may be undertaken without undue increase in operating time. 
Defects of the Part I portion of the septum (caudal and ven- 
tral portions left by the previous Killian procedure), defects 
of the upper lateral cartilages and alae may be dealt with. 
Thus a two-stage operation is done without difficulty. 





ONE-STAGE OPERATION. 


The one-stage operation may at most times be used. A 
Killian type of submucous resection is first accomplished, 
followed by the rhinoplasty, during which time the portions 
of the septum left by the Killian procedure are dealt with. 
The patient is placed on the regular operating table in a 
supine position. Only that anesthesia required for the septum 
is administered, and the patient is prepared and draped as 
for rhinoplasty. A typical Killian submucous resection is 
done. If turbinate plastics or other intranasal procedure is 
required, it is also done. Then, without changing drapes, the 
procaine infiltration block for the rhinoplasty is now admin- 
istered and the rhinoplasty procedure is begun (see Fig. 7). 
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If the surgeon encounters unexpected difficulty in the Kil- 
lian procedure, or if the membranes are unduly shredded, he 
may stop at the end of the Killian procedure, the rhinoplasty 
being done at a future time. In any case, the infiltration 
anesthesia for the rhinoplasty is saved for the time it will be 
needed, thus greatly extending the available operating time. 





Fig. 7. Photograph showing the operating position for Killian submucous 
resection which precedes rhinoplasty in one stage. 


Another great advantage of this procedure is that the Kil- 
lian operation is the best source of stiff, autogenous cartilage 
for implant in any rhinoplasty in which cartilage remnants 
of sufficient size or quality will not be produced during the 
routine operation. If a quick Killian type incision and re- 
moval of as much quadrilateral septal cartilage as will be 
required is done before the rhinoplasty is begun, the best 
implant material for columellar or lobular defects may be 
obtained; providing, of course, that previous submucous 
resection has not been done. There is no argument that auto- 
genous cartilage is far superior to preserved cartilage when- 
ever it is obtainable. 
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SUM MARY. 


When correction of septal deformities is to be combined 
with surgery of the external nasal pyramid, various practical 
factors limit the amount of surgery that can be done at one 
stage. These are the duration and vasoconstrictive time of 
the local anesthetic, as well as alterations of the nasal and 
septal cartilages due to the healing processes following trau- 
ma. Reduplicated, compartmentalized, fibrotic or thickened 
cartilages frequently complicate the ease with which the sep- 
tal procedures are accomplished. 


In order to extend the anesthesia time, infiltration block of 
the nose is withheld until after a classical Killian type sub- 
mucous resection is done. Any remaining defects of the sep- 
tum left uncorrected (in the ventral buttress and caudal end 
of the septum) are treated after routine exposure by the 
classical incisions of the rhinoplasty. 


The indications for a one-stage and two-stage operation are 
discussed. 
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RECENT WORK IN VIRUS DISEASES.*} 


C. E. VAN ROOYEN, M.D. (by invitation), 
Toronto, Canada. 


Although the field of virus infections may appear to be far 
removed from the subject of otolaryngology, a number of 
recent developments have occurred, which I trust may be of 
some interest to many of you. 


Viruses are now considered to be a group of infective 
agents which have become adapted to intracellular parasitism 
through a lengthy process of retrograde evolution. With in- 
creasing adaptation to the invaded host cell, there has been 
corresponding dependence upon the host cell for essential 
growth substance with simultaneous loss of function and pro- 
gressive decrease in size. 


Thus the largest viruses such as vaccinia and psittacosis 
presumably retain some slight degree of independent metabo- 
lic activity, whereas the smallest ones such as that of polio- 
myelitis seem to be completely dependent upon the cell for 
continued multiplication. The relationship between virus and 
host cell is somewhat analogous to what I visualize may be 
the ultimate outcome of man’s continued survival in the envi- 
ronment of a highly socialized state. Thus as the latter pro- 
vides man with ever increasing amounts of the various neces- 
sities for life, man in turn will suffer progressive loss of natu- 
ral functions through disuse atrophy of various organs. 


Finally I perceive that he may degenerate into a virus-like 
parasite upon the nutrient state and, like the viruses, will 
retain only the power of reproduction by special permission. 


*Read by invitation at the Fifty-sixth Annual Meeting of the American 
Laryngological, Rhinological and Otological Society, Inc., Toronto, Canada, 
May 22, 1952. 

+From the School of Hygiene, University of Toronto, Canada. 

Editor’s Note: This ms. received in Laryngoscope Office and accepted for 
publication, July 22, 1952. 
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The intimate relationship between virus and host cell also 
brings with it more practical problems of immediate concern 
to surgical and medical practice. 


We still lack effective and potent antiviral substances for 
therapeutic use. Little is known, as to in which class or cate- 
gory of chemical compound, the search for antiviral agents 
should be directed. The close relationship between viruses 
and host cell also restricts greatly the range of available 
compounds from which potential antiviral agents may be se- 
lected for laboratory tests. 


Many thousands of substances have already been examined 
for antiviral activity, but the results have generally been 


disappointing; so, for the present, the problem appears to be 
insoluble. 


Virus affections of the upper and lower respiratory pas- 
sages probably claim first place of importance in view of 
their frequency and high incidence in the conduct of medical 
practice. 


Over the past decade considerable progress has been accom- 
plished in the better understanding of this group. This has 
resulted in part from our ability to eliminate primary bac- 
terial infection with the aid of antibiotics and, in part, from 
the development of newer methods for the cultural isolation 
and serological identification of viral agents. The control of 
secondary pyogenic complications may also have changed the 
picture. Thus, it is noteworthy that since the inception of 
antibacterial remedies, despite conditions caused by late war 
and overcrowding in large cities, there has been no recurrence 
of pandemic influenza comparable in scale or severity to that 
which scourged Europe in the years 1914-1919. 


Whether or not influenza of the latter variety would ever 
return, it is impossible to predict, but within the last few 
consecutive years annual outbreaks of epidemic influenza in 
Europe, Great Britain, Canada and the U. S. A. have been 
shown to be caused by influenza virus of the A-prime type. 
By the use of egg cultivation techniques and serological meth- 
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ods it is now possible to identify speedily the epidemic influ- 
enza virus; likewise, the ability of influenza virus to grow 
in the embryonated egg has opened the path for trial of pro- 
phylactic immunization. 


Work continues on the common cold; relatively little has 
been contributed since the condition was originally proved to 
be a virus disease by Dochez et al. (1930), who successfully 
infected man and chimpanzee with filtered material. No labo- 
ratory animal has as yet been found to be susceptible to infec- 
tion with the common cold virus. 


A few workers, however, have been able to pass the agent 
in chick embryo material tissue cultures, e.g., Dochez et al. 
(1936), Powell and Clowes (1931). The virus has also been 
propagated in the allantoic sac of egg embryos by Pollard 
and Caplovitz (1948) and Topping and Atlas (1947). Unfor- 
tunately, the common cold virus grows with difficulty only in 
the egg embryo, and it has not been possible to put these 
findings to practical use. More recently some disappointing 
human transmission experiments have been reported from 
England by Andrewes et al. (1951). The reseaches of the 
latter have contributed nothing new, but the data does reveal 
the erratic results which may be expected when strains of 
virus isolated in Great Britain are tested for pathogenicity 
in human volunteers obtained from the same country. An- 
drewes’ efforts also reveal the need for better design and more 
statistical direction in the planning of such experiments. 
Simultaneously with the studies already mentioned on influ- 
enza and the common cold, Dingle and co-workers of the U. S. 
Commission on Respiratory Diseases have strived to unravel 
the clinical tangle of the numerous common, but ill-defined, 
varieties of malady prone to affect the respiratory tract. 


Thus on the basis of clinical symptomatology epidemiologi- 
cal characteristics, and the outcome of infection immunity 
experiments on human volunteers, Dingle has postulated 
the existence of a spectrum of common respiratory diseases. 
These comprise a series of closely related clinical entities 
ranging from afebrile common cold to febrile atypical pneu- 
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monia. Intermediate between which lie such states as naso- 
pharyngitis, laryngitis exudative tonsillitis and pharyngitis, 
acute respiratory disease or grip, and bronchitis. The separa- 
tion and identification of these diseases presents a problem 
of exceptional difficulty since the clinical features of one dis- 
ease may not infrequently merge into those of another. In 
the absence of susceptible animals and better tools for the 
recognition of specific viral infections, progress must neces- 
sarily be slow. 


There has been revival of interest in the condition of her- 
pangina described by Zahorsky in 1920, following the studies 
of Heubner et al (1951). The latter investigated an outbreak 
of this condition in Maryland during the Summer of 1950, 
characterized by illness of short duration, accompanied by 
sore throat, headache, abdominal pain and large faucial ulcers. 


From such cases, Heubner et al. (1951) successfully iso- 
lated Coxsackie viruses of the Group A; Dalldorf Type 2 and 
High Point Texas Type. From their studies, Huebner con- 
cludes that herpangina constitutes the main clinical manifes- 
tation of human infection with the Coxsackie Group A viruses. 
I would suggest that the study of herpangina merits your 
careful attention, and in every suspected case, an effort should 
be made to isolate Coxsackie virus by the customary labora- 
tory procedures. 


Procedures said to cause predisposition to poliomyelitis 
infection have attracted wide attention over the past three 
years. According to Australian sources, McCloskey (1950) 
observed that of 340 cases of poliomyelitis observed by him, 
31 cases had received an injection of diphtheria toxoid or 
pertusis vaccine, alone or in combination, within three months 
of the onset of their symptoms; furthermore, in 17 of them 
under three years of age, who had been inoculated 35 days 
previously, the severity of paralysis was much greater in the 
affected limb than in a comparable group of inoculated chil- 
dren. In a further series of 410 patients studied by Hill and 
Knowelden (1950), in England, it was also shown that in 
recently inoculated children the limb of injection (arm or 
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leg) was a site of paralysis much more frequently than was 
the case with children not recently inoculated. These effects 
appear to be confined to injections given within about a month 
of the onset of poliomyelitis, and after that interval from 
inoculation has elapsed no risk need be envisaged. 


It would thus appear that the act of inoculating children 
already presumably suffering from the subclinical and non- 
paralytic disease may have induced the same to develop 
paralysis. 


Hill and Knowelden (1950) point out, however, that it is 
difficult to ascertain the relative risks of contracting polio- 
myelitis among two groups of children, the one inoculated 
and the other not, without recourse to laborious statistical 
investigation. 


The latter aspect of the problem has received the attention 
of Korns et al. (1952), in New York State, who determined 
that the risk of developing poliomyelitis among a normal 
assembly of children studied was approximately one in 4,000, 
as against one in 2,000 for a comparable group of children 
who had received inoculation of different substances for a 
variety of reasons, including minor surgical procedures, tissue 
infiltration for local anesthesia and injection of antibiotics. 
So slight is this difference that, in the words of Korns and 
co-workers in pointing to a doubling of the poliomyelitis 
attack rate during the month following an injection, we could 
be accused merely of doubling the weight of a feather. 


The findings of the U. S. Public Health Service (see Jour. 
A. M. A., 149:170, 1952) have concluded with the statement 
that there is no definite evidence that an increase in the 
number of cases of poliomyelitis has occurred as a result of 
injections of vaccine, drugs or other medicinal agents. There 
is evidence that injections for the prevention of diphtheria, 
whooping cough and possibly tetanus when given during an 
epidemic of poliomyelitis may on rare occasions localize the 
paralysis in the inoculated arm or leg. Also of special interest 
is the statement that “poliomyelitis is at all times so rare in 
infants under six months of age and the danger from other 
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infectious diseases, particularly whooping cough, is so great 
that it is advisable to continue the immunization procedures 
for this age group even during a poliomyeitis epidemic; how- 
ever, in view of the slight risks entailed, it has been recom- 
mended by Greenberg et al. (1952) that routine immuniza- 
tions may well be suspended in older children, during the 
poliomyelitis season and in epidemic years, the suspension 
might be extended to infants between six months and one 
year of age. Therapeutic and immediate prophylactic injec- 
tions should not be discontinued at any time. Although no 
specific recommendations have been proposed in regard to 
the risk attending tonsillectomy, it is probable that the same 
general principle may well be observed. 


Turning to recent developments in the field of comparative 
medicine, I should like to refer to a disease of unknown eti- 
ology, and considered by some to be if viral origin, namely, 
atrophic rhinitis of swine. The disease has also been termed 
dystrophic rhinitis, rhinitis atropica deformans, sniffles, bull 
nose and sneezing disease of swine. It is prevalent over a 
wide area of the North American continent, and numerous 
outbreaks have been reported from Alberta, Ontario and Indi- 
ana State, where its presence constitutes a serious problem to 
the hog raising industry. 


In young suckling pigs the condition commences with sneez- 
ing, mucoid nasal discharge and epistaxis. Inflammation of 
the Schneiderian membrane occurs, and the pig persistently 
rubs his snout into the ground. With the progress of growth 
the animal develops deformity of the nose which may be 
deflected from the median line to either side or upwards. Dis- 
tortion of the nose causes interference with mastication due 
to failure of the upper and lower jaws to engage properly. 
Interference with feeding in turn leads to retardation of 
growth and, whereas the best Wiltshire sides of bacon are 
produced from pigs of 200 pounds weight at an age of four 
months, pigs infected with rhinitis take 10 months or more 
to attain a similar weight of 200 pounds. 


The essential pathological lesions of the disease are destruc- 
tion of the nasal turbinate bones and erosion of the bony 
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palate. Little else is known of the sequence of events, or the 
mechanism whereby the distortion is produced, or the nature 
of the infecting agent. Experimental work suggests that the 
condition can be transmitted from an infected sow to her 
litter and that the incubation period is about 30 days [see 
Quin (1951) and Doyle (1951) ]. 


Another possible virus disease affecting the upper respira- 
tory passages of animals is the condition known as infectious 
sinusitis or swell head of turkeys. 


Inflammation of the living membrane of the infraorbital 
sinuses is produced with attendant accumulation of seroge- 
latinous exudate and distension of the sinuses. Circumorbital 
edema swelling of the neck and obstruction to breathing from 
closure of the palative opening may cause death of the tur- 
key. Recent work suggests that the causal agent may be cul- 
tivated in the embryonated egg and the disease reproduced 
with infected material. There is some doubt whether the 
causal agent may be classified as a virus or as a minute 
rickettsia-like organism [see Jerstad et al. (1950) and Grum- 
bles and Boney (1951) ]. 
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FIFTIETH CONGRES FRANCAIS d’OTO-RHINO- 
LARYNGOLOGIE. 


The Fiftieth Congrés Francais d’Oto-Rhino-Laryngologie 
will be held in Paris in the Grand Amphithéatre de la Maison 
de la Chimie, 28 rue Saint Dominique, Oct. 13-16, 1952, under 
the presidency of Mr. le Prof. Portmann, of Bordeaux, and 
Honorary President André Marie, Ministre de |’Education 
Nationale. For further information, write to Dr. H. Flurin, 


Secretary-General, 19 Avenue MacMahon, Paris 17, France. 




















SOCIALIZED MEDICINE IN ENGLAND.* 


R. Scott STEVENSON, M.D., F.R.C.S. (by invitation), 
London, England. 


I feel greatly honored to have been invited to be the “guest 
speaker” of the American Laryngological, Rhinological and 
Otological Society and your President has asked me to address 
you on the subject of “Socialized Medicine in England.” What 
I shall endeavor to do today is to give you the facts about the 
situation in which we find ourselves, describe how it came 
about, and suggest how perhaps it may be avoided elsewhere. 


We, in Britain, were by no means the first European coun- 
try to experience the system that has been termed “socialized 
medicine.” It was Bismarck, the Iron Chancellor, who in- 
vented state insurance against sickness, and he did it as a 
bulwark against Socialism. In 1881, he first introduced a 
measure providing fr compulsory sickness insurance, which 
was subjected to much criticism, but was eventually carried— 
against the Socialists and the Radicals—in 1883. Here are 
the words of Bismarck (May 9, 1884): “Give the working 
man the right to work as long as he is healthy, assure him 
care when he is sick, assure him maintenance when he is 
old. If you do that and do not fear the sacrifice, or cry out 
at State Socialism, then I believe that the gentlemen of the 
Social-Democratic Party will sound their bird calls in vain.” 
The Danish sickness insurance was instituted in 1892 as a 
voluntary plan under the control of the medical profession, 
and within 20 years 70 per cent of the population came 
under the system. Other countries followed Germany and 
Denmark, and today most European countries have some 
form of State medical service. 


*Read by invitation at the Fifty-sixth Annual Meeting of the American 
Laryngological, Rhinological and Otological Society, Inc., Toronto, Canada, 
May 22, 1952. 

Editor’s Note: This ms. received in Laryngoscope Office and accepted for 
publication, May 26, 1952. 
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In Britain, modern health legislation dates from the 
Health Acts of 1848 and 1875 in the reign of Queen Victoria. 
Much progress was made in the amelioration of social! con- 
ditions during the last two decades of the nineteenth cen- 
tury, but this was due to the efforts of private individuals, 
not of Parliament. The historic Liberal Party, after many 
years in the wilderness, came into power with a great ma- 
jority in 1906 and its members had an urge to improve 
everything and everybody. The Report of the Royal Com- 
mission on the Poor Law in 1909 showed that the medical 
care of the population was inadequate and that much pov- 
erty was due to ill-health. Mr. Lloyd George visited Ger- 
many in 1907 and came home much impressed by the Ger- 
man system of State sickness insurance. He introduced his 
National Insurance Bill in 1911, intending to carry out the 
administration of the scheme through the Friendly Societies 
and to place the doctors under their control; but the doctors 
in the British Medical Association put up such a determined 
opposition to this that special “Insurance Committees” were 
formed to deal with medical administration, and upon them 
the doctors had due representation. This Insurance Scheme, 
paid for partly by weekly contributions and from the State, 
covered only workers and not workmen’s wives and children, 
so that more than half the population in the lower income 
groups were not insured; but from the doctor’s point of view 
did at least stop the ignominious canvassing by doctors of 
Friendly Society or Club officials for medical appointments 
at paltry fees, for the sake of the introduction to family prac- 
tice, and the new Act gave financial security to doctors in 
industrial districts such as they had never known before. In 
spite of criticisms, it continued on the same lines up to the 
outbreak of World War II. 


The outbreak of war in 1939 helped to integrate the work- 
ing of the voluntary and the “local authority” or municipal 
hospitals. The Ministry of Health had made a survey of 
hospital accommodation throughout England at the time of 
the Munich crisis, and an Emergency Medical Service was 
organized by the Ministry primarily to deal with air-raid 
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casualties, 290,000 beds being provided chiefly in municipal 
hospitals, fever hospitals and mental hospitals, and only 
40,000 of the beds in new hospitals, the staffs being taken 
from the honorary and resident staffs of the voluntary hos- 
pitals. 


A rather naive letter was published in December, 1939, in 
the supplement of the British Medical Journal, ii:231, 1939, 
signed by the three Presidents of the Royal Colleges of Phy- 
sicians, Surgeons and Obstetricians, and read as follows: 
“There is a suspicion amongst some doctors that the Minis- 
try of Health may be proposing to use the E.M.S. as the 
thin edge of the wedge for a postwar State Medical Service. 
We can assure such, on the highest authority, that nothing 
is further from the Ministry’s intention and that all such 
fears are groundless. It may well be, of course, that after 
the war economic conditions may make necessary some form 
of assistance to the voluntary hospitals, by grants-in-aid or 
otherwise, but that the voluntary system will continue there 
is no reason to doubt.” 


The three Presidents innocently assumed that the same 
Minister of Health and, indeed, the same Government, would 
be in office when the war was over and forgot that the prom- 
ise of a Minister is not necessarily binding upon his succes- 
sor. In actual fact the Emergency Medical Service did serve 
as the prototype of the National Health Service in existence 
today. The urge towards a State Medical Service undoubt- 
edly came from the medical permanent civil servants at the 
Ministry of Health, all of whom had been local authority 
public health officials and were a little conscious of their 
own honesty, altruism and rectitude. In their eyes —to 
modify the words of Lord Horder —the full-time salaried 
doctor worked for God and the private doctor for Mammon. 


During the war years the “planners” moved slowly. In 
May, 1940, the then Minister of Health (Mr. Walter Elliot), 
in answer to a question in Parliament, said that he did not 
think the present time opportune for the consideration of a 
State Medical Service. In January, 1941, the British Medical 
Association set up a Medical Planning Commission, with the 
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cooperation of the Royal Colleges and other representative 
medical bodies, its terms of reference being “to study war- 
time developments and their effects on the country’s medical 
services, both present and future.” 


The whole atmosphere was changed by the publication of 
the Beveridge Plan in December, 1942. Sir William Bever- 
idge (as he was then) acted as chairman of an interdepart- 
mental committee “set up to survey the whole field of existing 
national schemes of social insurance and allied services, in- 
cluding workmen’s compensation,” and the famous “Report 
on Social Insurance and Allied Services” was signed by him 
alone. The ideal plan, in his view, for a health service was 
one providing full preventive and curative treatment of every 
kind for every citizen without exceptions, without income 
limit, and without an economic barrier at any point to delay 
recourse .to it. The report contained the cool remark: “The 
possible scope of private general practice will be so restricted 
that it may not appear worthwhile to preserve it.” 


It must be remembered that this happened during a critical 
period of the last war. We in Britain —50 millions of us, 
on an island smaller than the states of New York and Penn- 
sylvania put together — were experiencing the instincts of 
the herd, living together as one people, rich and poor, employ- 
ers and work-people, soldiers and civilians, in air-raid shel- 
ters and in bombed houses, in a way that we had never done 
before. Do not forget that the very first action of Mr. Church- 
ill’s Coalition Government, on May 22, 1940, was to pass the 
Emergency Powers Act, through all its stages, in both Houses 
of Parliament, in one day. By this Act the Government was 
given complete control over persons and property — not just 
some persons in some particular class of the community, but 
all persons, men or women; and control did not end with 
industrial business but was extended to finance and banks, 
though in actual fact the Government never did interfere with 
property as such; but it was in this sort of atmosphere and in 
such conditions that the Beveridge Report appeared, and it 
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swayed the entire nation — even a Representative Meeting of 
the British Medical Association accepted it with enthusiasm 
and promised that the medical profession would do its part. 


In 1943, the Coalition Minister of Health, the Liberal 
National, Mr. Ernest Brown, put forward proposals for a 
comprehensive medical service based on the employment of 
doctors as salaried officers, mainly full-time, by a new type 
of local authority. The B.M.A. thereupon met the Minister 
and made it very plain to him that his proposals were con- 
trary to the public interest and unacceptable to the great 
majority of the medical profession. The Minister agreed to 
regard his proposals as “in the discard,” and shortly after- 
wards was transferred to another department. 


The next scheme got as far as a Parliamentary “White 
Paper” in charge of Mr. Willink, the Conservative successor 
to Mr. Brown as Minister of Health in the Coalition, and 
one of his suggestions was to place all the hospitals — vol- 
untary (including teaching) and municipal, in the different 
parts of the country, under the control of enlarged local 
authorities. With the dissolution of Parliament and the re- 
sult of the General Election of 1945, Mr. Willink’s affable 
but inconclusive discussions naturaliy came to nothing. 


Mr. Aneurin Bevan became Minister of Health in the new 
Socialist Government and at once introduced his National 
Health Service Bill. It was opposed by the British Medical 
Association, but the leadership of the Associaton was divided, 
and its thinking was muddled. The British Medical Associa- 
tion, after some discussion, accepted that the whole of the 
population — and not 90 or 95 per cent, as has been argued — 
should come into the scheme, and chose to fight mainly on the 
retention of the buying and selling of the goodwill of medical 
practices — although Mr. Willink and ‘he Conservative Party 
(as well as Mr. Bevan and the Sweialists) had already pro- 
nounced against this. Then Mr. Bevan persuaded his Govern- 
ment to set aside a fund of £66,000,000 (about $200,000,- 
000)* as compensation for the existing medical practices — 


*I have translated pounds into dollars at about their real value, not the 
exchange value of 2.80 dollars to the pound, 
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providing the doctors came into the scheme on the “appointed 
day” (July 5, 1948), on which the old National Insurance 
Scheme would end. The general practitioners were to work 
under Local Executive Councils in the different areas — not 
directly under the Ministry of Health, managing thus to avoid 
becoming “civil servants,” which was universally unpopular. 


The whole structure of general practice was to be based 
upon the provision of some 2,000 health centers. The idea of 
health centers came from Lord Dawson’s report in 1920, and 
was elaborated in the British Medical Association Medical 
Planning Commission’s “draft interim report” of 1942, which 
was mainly the work of Prof. Picken, of Cardiff, and Dr. 
Charles Hill, both of them highly intelligent doctors but for- 
mer public health officials and inescapably imbued with the 
health official’s outlook. The doctors, to my mind, rather rash- 
ly accepted this suggestion, because they thought it would 
take their patients away from their homes, free their wives 
from duties connected with their practices (85 per cent of 
doctors’ wives, it has been calculated, have such duties), pro- 
vide them with secretarial and technical help, provide a rota 
of colleagues for off-duty periods, and possibly provide X-ray 
and laboratory facilities. But “health centers” have proved a 
pipe-dream, mainly due to building and financial restrictions. 
One pilot center is being built in London, at an estimated cost 
of £186,000 (call it half-a-million dollars), so one can only 
guess when a second one will be built. - 


Mr. Aneurin Bevan was determined somehow or other to 
get his scheme going, even at the cost of throwing overboard 
a good many Socialist principles and in the teeth of many 
members of his own party. In contrast to the studied dis- 
courtesy with which he met the representatives of the general 
practitioners, he was always most polite to the representatives 
of the specialists. The Socialists, and particularly those who 
had had experience of local government hospitals and the 
small but extremely vocal Socialist Medical Association, were 
wedded to the idea of full-time specialists in hospitals. Mr. 
Bevan knew that there was no hope of achieving this and 
quite cynically threw this Socialist principle overboard—“You 
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do not pick the fruit until it is ripe,” he said. He invited 
Lord Webb-Johnson, the President of the Royal College of 
Surgeons, to state what the consulting surgeons wanted, if 
they were going to take part in the State Scheme. Part-time 
appointments with continuance of private practice, autonomy 
for the teaching hospitals and no sequestration of their en- 
dowment funds, and the continuance of the use of private 
beds in hospital for fee-paying patients, were the terms that 
Lord Webb-Johnson demanded — looking at things, as indeed 
was probably his duty, entirely from the viewpoint of his col- 
leagues, the senior surgeons on the staffs of the teaching 
hospitals. “You can have all of these,” answered Mr. Bevan, 
“but I shall have to put a ceiling of charges for private 
patients in hospital.” “But many of us get patients from 
abroad,” retorted Lord Webb-Johnson, “I’m a dollar-earner. 
Why should I put a fixed ceiling to such patients?” “All 
right,” said Mr. Bevan, “then we’ll allow 15 per cent of the 
private beds to have no ceiling charges.” Mr. Bevan himself 
once told me that he asked Lord Webb-Johnson if there was 
anything else he wanted for his consultants, and there was 
nothing he could think of—though he might well have remem- 
bered that there were hundreds of surgeons and other spe- 
cialists besides those on the staffs of the London teacsing 
hospitals. One thing he might have asked for, but did not, wes 
the statutory recognition of medical committees in hospitals; 
medical staff committees do, indeed, exist, but there is no 
statutory provision for them and their function is entirely 
advisory — many hospital management committees pay no 
attention whatever to the advice they give and they might as 
well never meet. 


Mr. Bevan’s National Health Service Act was passed in 
1946, but was not to come into force until July 5, 1948. 
Among the doctors feeling still ran high, after the Act had 
been passed, against taking part in the Service, and this feel- 
ing was not assauged by the Minister’s rather truculent atti- 
tude. He had had a good deal of success in his attempt to 
split the medical profession in two, and the three Presidents 
of the Royal Colleges—one of whom was actually Vice- 
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Chairman of the British Medical Association Negotiating 
Committee — took it upon themselves to address a friendly 
letter to the Minister, asking for the elucidation of some 
minor points, which elicited a polite reply from him, but un- 
doubtedly helped to widen the split with the general practi- 
tioners. An important plebiscite of the doctors was held in 
February, 1948, when 38,534 doctors (or 90 per cent of those 
voting) voted against taking service under the Act, and only 
3,471 voted for taking service under the Act. While the pleb- 
iscite was being held, Mr. Bevan tried to intimidate the doc- 
tors by making a violent attack on them in the House of 
Commons, using such phrases as “the small body of raucous- 
voiced people who were alleged to represent the medical pro- 
fession as a whole” . . . “a squalid political conspiracy.” .. . 
“The Government took serious exception to organized sabo- 
tage of an Act of Parliament.” 


Then came the anticlimax. The leaders of the British Medi- 
cal Association had achieved a great victory, but did not know 
what to do with it. A “fighting fund” was started, but proved 
disappointing, for only some 6,000 doctors contributed to it— 
I, myself, was not one of them: I offered to contribute if 
someone would kindly tell me what the British Medical Asso- 
ciation’s policy was to be; but nobody could. Then informa- 
tion began to dribble in from the branches and “divisions” of 
the British Medical Association up and down the country; 
the secretaries were not quite sure that all their members 
were solid behind them. What was going to happen when the 
National Insurance “panel” income ended and they had re- 
fused service under the new scheme? And what about the 
prospective loss of compensation for their practices if they 
stayed out? Meanwhile the leaders of the British Medical 
Association sat back and did nothing, while it was only too 
evident that the leaders of the Royal Colleges of Physicians 
and Surgeons had come round behind the Government. Then 
Mr. Bevan, in April, made a conciliatory speech, promising 
an amending Act to make impossible the introduction of a 
whole-time salaried service by regulation under the present 
Act, and also to regularize the position of partnerships; so 
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the British Medical Association held another plebiscite in 
May, with the result that 12,799 doctors were then in favor 
of accepting service, and 13,891 were against, 48 per cent to 
52 per cent. The fight was over, 


The reasons for this collapse—when victory had been with- 
in the grasp of the British Medical Association — make an 
interesting if depressing study. It contrasts sadly with the 
victorious fight put up by the British Medical Association in 
Australia with a Socialist Government there, though the first 
round was won through Australia — unlike Britain — having 
a written constitution: The British Medical Association ap- 
pealed to the High Court and obtained a judgment that the 
Act passed by the Socialist Government was unconstitutional. 
Our British Medical Association in Britain is almost too demo- 
cratic in its structure; its decisions have to be made by an 
unwieldy Representative Body of some 400 doctors brought 
together from all parts of the country, and the Executive 
Council merely carries out its instructions. Such an organiza- 
tion is suited to a policy of laissez faire and not of quick deci- 
sions. In spite of having formed various representative com- 
mittees, the British Medical Association weakly allowed Mr. 
Bevan to negotiate direct with the Presidents of the Royal 
Colleges in regard to the specialists, and I have personal 
knowledge that some of the British Medical Association lead- 
ers were less than half-hearted in their opposition to a State 
service. Its public relations work was childish—it never even 
tried to get the voters, the doctors’ patients, on its side, and 
it managed to antagonize the entire press of our country. 


In contrast, the Australian British Medical Association was 
backed by the voters, for, during the election at which its 
Socialist Government was defeated, over 500 family doctors 
broadcast daily throughout Australia for five weeks, putting 
the case for the British Medical Association and getting the 
voters on the side of the doctors. The new Australian Gov- 
ernment adopted the principle of encouraging voluntary 
health insurance, using Government funds to amplify the 
cover against sickness provided by approved insurance organ- 
izations, but with special aid to the minority who could not 
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meet the cost of adequate medical care. The Government 
provides all “life-saving” drugs free (such as the antibiotics, 
sulfa drugs, insulin, serums, including proprietaries), as de- 
cided by the British Medical Association Federal Committee. 
Tuberculous patients and pensioners and their dependents 
have special arrangements. But “socialized medicine” as such 
has been effectively defeated in Australia. 


I call myself a democrat (with a small “d’’) but when I look 
around me, at home, I am sometimes a little shocked to find 
myself wondering about the intrinsic merit of democracy — 
the counting of millions of heads as the means of governing 
a country. In Britain we have universal suffrage, for every- 
one over the age of 21, and the elected House of Commons is 
supreme. Other countries, such as the United States, have 
wisely adopted the separation of powers and have checks to 
prevent the abuse of power by the elected chamber. But we 
have no written constitution, and there is no possible appeal 
from the vote of the Lower House, no appeal to the Supreme 
Court, that barrier to the encroachment of power that the 
founding fathers of the United States put to the vagaries of 
a democratically elected chamber or, indeed, of a president. 
In theory, we have the brake of the House of Lords as a 
revising chamber and also the royal prerogative of the mon- 
arch, but it is a long time since a constitutional monarch 
(who acts solely on the advice of his or her Ministers) exer- 
cised a veto, and the House of Lords has become a retarding 
(for one year) instead of a revising chamber, though its 
debates often reach an infinitely higher standard than those 
of the House of Commons, and still influence public opinion. 
The House of Commons, freely elected for five years, has, 
therefore, become supreme in our country, and there is no 
check to prevent its committing the most flagrant abuses, ex- 
cept the threat of a general election. When the National Health 
Service Act had been passed by the Socialist Government 
the doctors’ plebiscite against taking part in the Service re- 
ceived no support from any of the political parties, Socialist, 
Conservative or Liberal, or from the press — even The Times 
called the British Medical Association policy “emotional” and 
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sneered at “the views of a score of elderly doctors’; public 
opinion was against the doctors, and many responsible per- 
sons believed the doctors’ continued opposition to the Act to 
be illegal. Mr. Frank Byers, one of the Liberal leaders, said 
in the House of Commons in February, 1948: “Much of the 
propaganda of the British Medical Association was a direct 
challenge to the Act, and members of Parliament must resist 
that.” 


The hospitals had been taken over by the State and (except 
for the teaching hospitals) their funds had been confiscated, 
the income from the National Insurance “panel,” on which 
19,000 family doctors largely depended, was to end on July 
4, 1948, the buying and selling of practices was to cease, and 
the economic position of the country was such that private 
practice in medicine was rapidly shrinking. All political par- 
ties were ready to give the State control over the individual 
freedom of the doctors. Was it any wonder that opinion in 
the medical profession was divided? When we attempt to 
apportion the blame for acceptance of a system of “socialized 
medicine” by the doctors in England, let us not forget the 
political atmosphere in which we found ourselves and the fact 
that we as a nation had just emerged from six years of total 
warfare. 


SOCIALIZED MEDICINE AND THE FAMILY DOCTOR. 


Today in England and Wales (for Scotland comes under a 
separate Government Department), 20,859 general practi- 
tioners are working in the National Health Service, 17,717 of 
them “principals,” so that there are 3,142 assistants or 
“unestablished practitioners.” Out of the Health Service alto- 
gether there are approximately 1,000 general practitioners — 
it is apparently difficult to find out the exact number, but that 
is the figure given me by the Secretary of the British Medical 
Association. About one-half of the established general practi- 
tioners are in partnership, for partnerships were a very 
noticeable development under National Health Insurance and 
they are still permitted. The doctors work, not directly under 
the Ministry of Health, but under the general direction of 138 
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Local Executive Councils of 25 members each, seven of them 
doctors, three dentists and two pharmacists, the others partly 
nominated by the Minister and partly by the local health 
authority. This set-up is much as it was under the old Na- 
tional Insurance scheme and, indeed, it took over the old 
Insurance lay staffs and offices; but it is unfortunate that 
there is little or no liaison between these Local Executive 
Councils and the Regional Hospital Boards. 


A general practitioner is allowed a maximum of 4,000 
names on his list of patients; if he has an assistant he is 
allowed an additional 2,400.* It has been calculated that 
one-eighth of the doctors in general practice have lists of 
4,000, and the average is 2,500 in town and 1,500 in the 
country, where extra mileage payments are made; in addi- 
tion, there is a varying but small and diminishing number of 
private patients. There is no doubt that a good many of the 
doctors with large lists are struggling to cope with more 
patients than they can tackle properly, usually because of their 
financial commitments. A recent careful investigation of the 
work of general practitioners — as unbiased as any such in- 
vestigation can be — showed, however, that only about 5 per 
cent of the doctors “required to revise their methods,” and I 
venture to suggest that this proportion would not be bettered 
in any part of the world and, indeed, in any type of profes- 
sional work. 


The conditions of medical practice are, however, more 
weighted than ever in favor of the well-established doctor. 
The doctors are paid by a capitation fee for each patient on 
their list, a method inherited from the old National Insurance 
system and, indeed, before that, from the old “clubs”; what- 
ever may be said about it, it is at least a method with which 
almost every doctor appears to be content, though the actual 
amount of the capitation fee is argued about and also whether 
the first thousand or so on a list should not be paid at a higher 
rate than subsequent thousands. This money is paid into a 
pool, separate pools for different areas, and then divided 
among the doctors doing the work in the area. Today, includ- 








*These figures have since been modified to 3,500 and 2,000, respectively. 
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ing the recent arbitration award, it works out at approxi- 
mately £1 per head, so that a doctor with the average 2,500 
list earns £2,500 gross (call it $7,500 to $10,000), out of 
which he has to meet his professional expenses, which have 
been officially calculated at an average of 38.7 per cent; there 
is, in addition, a contributory pension and disability scheme. 
Naturally, the doctors in general practice are inclined to 
resent any new doctor coming into the area and so diminish- 
ing the share-out; also, a doctor who has an assistant makes 
rather more extra out of the pool than he pays the assistant, 
and he is disinclined to make the assistant a partner, for he 
reaps no benefit and decreases his own income. The attitude 
of leading doctors in British Medical Association circles with 
large lists of patients and that of “‘unestablished” assistants 
with rather bleak futures before them will naturally be under- 
stood to be somewhat different in their approach to this sub- 
ject. Doctors with small practices and beginners in practice 
may be helped with a small basic payment — they avoid call- 
ing it a salary payment, and some 2,000 of them are actually 
receiving this. 


In order to obtain as accurate information as possible and 
to correct any preconceived ideas that I might possess, I sent 
out a questionnaire to a large number of general practitioners 
with whom I or my friends were acquainted, in different parts 
of the country and with very different types of practice, and 
I received some 60 answers, many of them accompanied by 
candid and sometimes pungent letters. In addition, I had 
access to confidential reports on a very thorough first-hand 
investigation of the conditions of general practice since the 
inauguration of the National Health Act, which I am unable 
to quote in detail but which were certainly enlightening and 
sometimes surprising. For the past three months, in view of 
this paper, I have also cross-questioned patients and friends 
about their relations with their family doctors. 


The first question I asked the doctors was whether there 
was any change noticed in the doctor-patient relationship 
since the National Health Service began; in reply, only one- 
third of the doctors considered that it had deteriorated, 
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though 3 per cent of the doctors considered that patients 
looked upon them as a sort of official, and some 25 per cent 
were of opinion that patients were inclined to look upon them 
as suppliers of medicines rather than medical advisers. Some 
of my correspondents added amusing stories to this, such a 
the complete stranger who waved a “temporary visitor’s” 
card at the doctor and demanded a 16-ounce bottle of liquid 


paraffin and 100 veracolate tablets “and you spell it Veraco- 
late!”’ 


Then I asked whether private practice had been affected 
for the worse by the National Health Service, and the answer 
in every single case was that it had. There were some inter- 
esting comments on this question. In a certain country town, 
not far from London, I made inquiries from two partnerships 
each of three doctors: in one partnership only 1 per cent of 
the work was now private practice, while in the other, 20 per 
cent of the work was still private practice. The latter was 
exceptional and was accounted for, I think, by the senior 
partner being a doctor very highly respected and well-known 
in the district. In 50 per cent of the practices, not only in in- 
dustrial areas but in suburban districts, the doctors have en- 
tirely given up private practice as being more trouble than it 
was worth, for it had almost entirely disappeared in any case. 


I next inquired whether there was any bureaucratic inter- 
ference with the doctor’s work; except in one instance, the 
universal reply was that there was no interference or cer- 
tainly no serious interference. The one doctor who was an 
exception complained of interference and “direction” in re- 
gard to his methods of treatment; but I know him to have 
rather original ideas regarding treatment and I imagine that 
the fault — such as it was — was not all on one side. 


Ninety-eight per cent of the doctors questioned stated that 
patients came to them with trivial complaints more often than 
before the National Health Service. All the doctors stated 
that attendances at the surgery (the office) had increased, 
often to a very great extent; 75 per cent of the doctors statel 
that visits to the patients had decreased, but a few expressed 
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strong views to the contrary. One doctor told me the story of 
his being requested to call upon a certain lady before noon 
one day, as she had to take her dog to the vet. that afternoon! 


I had the temerity to ask all the general practitioners to 
whom I wrote whether they were better or worse off finan- 
cially since the National Health Service began; the great 
majority answered that their financial position was much 
about the same as before the Health Service, though some of 
the older doctors were worse off. I have received further 
information through official sources, from which it appears 
that in actual fact one-third of the doctors in general practice 
had been hard hit financially, until the recent arbitration 
award by Mr. Justice Danckwerts, who decided that nearly 
an additional £10,000,000 annually (under the terms of the 
Spens Committee report) should have been paid to the gen- 
eral practitioners since the inauguration of the National 
Health Service. 


The majority of the doctors grumble about the number of 
certificates required by their patients, though many of them 
admit that this nuisance is diminishing gradually; an official 
estimate is that one-third of the doctors are really strict 
about certification, one-third kind rather than strict, and one- 
third distinctly casual about it, the last section chiefly busy 
doctors with maximum lists of patients. About 25 per cent of 
the doctors stated that they worried about the administrative 
side of carrying on practice — certification, filling up cards 
and returns, etc. 


Few doctors in general practice in towns now do minor 
surgery, though in the country over 60 per cent of them still 
do it, as indeed is to be expected. I encountered one doctor in 
the country, however, who sent all his patients requiring such 
minor surgery as the opening of a finger abscess 12 miles 
away to the nearest hospital. 


Most doctors on coming across an ear, nose or throat case 
now send it off without any more ado to a hospital for atten- 
tion — and at a recent discussion on otolaryngological prob- 
lems in general practice at the Royal Society of Medicine in 
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London it was calculated, authoritatively, that from 33 to 40 
per cent of patients in general practice had something wrong 
with their ears, nose or throat. I must say that I now find 
many cases of wax in the ears among my hospital outpatients 
— but I refrain from grumbling when I recollect the disas- 
trous results I have seen in my time from “pot-shots” at 
syringing ears. 


Fifty per cent of the doctors in general practice have com- 
plaints to make about the hospital services, which they affirm 
have deteriorated — from their point of view — since the Na- 
tional Health Service. Most hospital outpatient departments 
now have an appointment system — but the average wait for 
a consultation is three weeks, and may be six weeks, unless the 
case is really urgent. The nonurgent inpatient case has an 
average wait, for admission for operation, of about six months 
or more, say the general practitioners; orthopedic cases have 
the longest wait, but ear, nose and throat cases are a good 
second, and in particular the waiting-list for children’s tonsil 
and adenoid cases has become almost a national joke, for, in 
many hospitals — though not all, for in some districts tonsil 
and adenoid operations are now being done at outlying hospi- 
tals — it is as long as two years. In London, the Emergency 
Bed Service, a bureau which keeps contact with all hospitals, 
has an achievement of getting nearly 90 per cent of emer- 
gency cases admitted to some hospital somewhere in London. 
Aged and infirm patients are a particular difficulty, for the 
old Poor Law Infirmaries, which admitted them freely, have 
been turned into general hospitals with only a comparatively 
few beds for the infirm; tuberculous patients have nearly all 
to wait many weary months for a bed in hospital. 


A complaint of many general practitioners is that they are 
shut out of the hositals, but when they are cross-examined 
more precisely there is no general agreement about what they 
want, though a good many of the junior doctors would like 
to have paid clinical assistantships in the larger hospitals. 
Many small “cottage” hospitals, formerly staffed by general 
practitioners, now have consulting surgeons and physicians 
attached to them — though some of them are the same men 
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who were the general practitioners, and a number of general 
practitioners resent in particular being debarred nowadays 
from giving anesthetics, in favor of rather junior specialist 
anesthetists. 


The hospital difficulties, from the general practitioners’ 
viewpoint, are attributable partly to their sending many more 
patients to hospital for specialists’ opinion or treatment, to an 
increased demand for hospital facilities (especially X-rays) 
by the patients themselves, to advances in medicine which 
necessitate hospital treatment, to the abolition of the “char- 
ity” factor and the introduction of a free hospital service 
along with the official propaganda encouraging everyone to 
make use of it, a shortage of nurses and, in the smaller hos- 
pitals, of junior medical staff, and to the building situation in 
Britain, in which hospitals find themselves in only the third 
priority, houses and schools coming before them. 


Contrary to my expectation, I found, through my question- 
naire and from reliable information supplied from other 
sources, that approximately 70 per cent of the general practi- 
tioners in Britain are “reasonably content” with the National 
Health Service, while 30 per cent say that they feel that their 
status has altered for the worse and they have a sense of 
frustration. Many doctors who dislike the Health Service, 
nevertheless feel that it is a great relief to be able to prescribe 
freely the expensive antibiotic and other new drugs, and also 
to visit a sick patient as often as may be necessary, without 
running up a large bill. One of the great advantages to the 
doctor is that a consultant can be called into the patient’s 
home whenever necessary —the so-called domiciliary visits, 
for which extra payment is made to the consultant, and 
encouraged under the Health Scheme as helping to lessen hos- 
pital care. 


The old National Insurance Act did not pretend to do more 
than give the workers general practitioner care of a “work- 
ing-class practice” standard, and it seems to me a pity that 
this has been perpetuated for the whole population by the 
National Health Act. The emphasis in general practice is 
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upon quantity rather than quality, the family doctor is not 
encouraged to improve his professional equipment or to work 
for higher qualifications, only 6,449 beds out of 500,000 beds 
in hospitals are in general practitioner hospitals, there is no 
ladder between general practice and consulting or specialist 
practice, and there is a widening gulf between the family 
doctor and the specialist. The doctor is no longer the guide, 
philosopher and friend to the family — except, as I gather, in 
the country, where the traditional relationship tends to per- 
sist. In the towns, particularly, the visit of the doctor has 
ceased to be a social occasion, for he is anxious usually to 
press on to the next patient without wasting time. The sur- 
gery (office) door is now shut sharp at 7:00 p.m. when the 
surgery hour is over; the doctor is no longer building up a 
practice for himself and is not inclined to do more than his 
duty — nor, indeed, is more than this expected from him by 
his patients today. This may be only emotion rather than 
efficiency, but, in spite of the comparative contentment of 
most general practitioners, something very real seems to have 
departed from the family practice of medicine in my country. 


SOCIALIZED MEDICINE AND THE SPECIALIST. 


The specialists or consultants are appointed by and work 
under the Boards of Governors of teaching hospitals (of 
which there are 36 in England and Wales) or, in the case of 
other hospitals, under Regional Hospital Boards, of which 
there are 14, each taking in a population of about 3,000,- 
000; in Scotland, there are five Regional Boards, four of 
them based on teaching hospitals. There are approximately 
1,500 whole-time specialists in the Health Service, and 4,100 
part-time specialists. A young specialist appointed to the 
staff of a hospital at the age of 31 or earlier receives a 
starting salary of £1,400 (approximately $5,000) per an- 
num, but at the age of 32 he earns £1,700, gradually 
increasing until a salary of £2,750 (approximately $10,000) 
has been reached. As in the case of the general practition- 
ers, there is a contributory pension scheme. In addition, 
“distinction awards” are given, “in recognition of special 
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contributions to medicine, exceptional ability, or outstanding 
professional work”; 4 per cent of all specialists are awarded 
the first grade of an additional £2,500 per annum (I under- 
stand that only one otolaryngologist has been graded in this 
category), 10 per cent, the second grade of £1,500 per an- 
num, and 20 per cent, the third grade of £500 per annum. 
The “awards” are confidential, not public, and made by a 
committee of retired specialists of high standing, of which 
Lord Moran is the salaried chairman; they were planned as 
an incentive, and have been accepted by our profession, but 
I confess that I find the whole idea an unpleasant and rather 
repulsive one. Part-time specialists receive salaries and 
awards in accordance with the amount of time (half-day 
“sessions”) they devote to hospital work. In addition, they 
receive fees (about $15) for domiciliary visits, when called 
to a patient by a general practitioner. It may be worthwhile 
to note that if a specialist were to receive the highest possible 
£5,250 in salary and “award” (about $20,000), income-tax 
would take from this £2,150 plus £580 surtax, if unmar- 
ried, leaving him £2,580 or approximately $10,000, or, if 
married and with two children, leaving him about £3,030 or 
some $13,000; few specialists are paid on this scale, but most 
have some private practice as well. 


There are 2,688 hospitals in England and Wales, 996 of 
which were former “voluntary” hospitals, and 1,545 former 
“local authority” or municipal hospitals of varying stand- 
ards. Here is the administrative structure of the hospital 
side of the scheme, which may indeed be according to mod- 
ern Socialistic doctrine, but to my mind is against all prin- 
ciples of democracy. It is centralized in the Ministry of 
Health and, indeed, in the person of the Minister of Health, 
who, it is true, is responsible to Parliament, which is a popu- 
larly elected body. There is a Central Health Services Council 
of 41 members, 21 of them doctors, to advise him; but it 
seldom meets (though I believe that its committees do) and 
the Minister does not ask for its advice. It has been described 
to me by a prominent member as “eyewash.” The teaching 
hospitals have Boards of Governors, on which there are a 
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number (less than one-fifth) of doctors representing the hos- 
pital staff, and similar numbers nominated by the University 
and the Regional Board, but the majority of the members are 
nominated by the Minister. Similarly with the Regional 
Boards, of which there are 14 in England and another five in 
Scotland; these Boards are nominated by the Minister “after 
consultation with such organizations as appear to the Minister 
to be concerned,” not elected, and their chairmen again are 
not elected by the respective Boards, but nominated by the 
Minister. Then come 387 Hospital Management Committees 
for groups of hospitals, similarly nominated “after consulta- 
tion with organizations concerned” by the Regional Boards, 
but also do not elect their own (nominated) chairman. All 
are appointed for three years, but retiring members are eligi- 


ble for reappointment and, except in rare instances, are in 
fact reappointed. 


Now, the interesting thing is that all these nominations 
were made by Mr. Aneurin Bevan when Minister of Health 
and the left-wing element is well-marked; I will give him 
credit for having picked good chairmen for most of the 
Boards of Governors of the teaching hospitals (usually the 
previous chairman, though with one or two notorious political 
exceptions), but I should be afraid to trust most of the Man- 
agement Committee members to run a small-town haberdash- 
ery store. The Health Service has become the third largest con- 
cern in our country, and its enormous administrative staff has 
a very mixed background, many of the senior “administrative 
officers,” with salaries beyond their wildest dreams, having 
been local authority clerks of very limited outlook and edu- 
cation. It has been emphasized that there are 11,000 ladies 
and gentlemen giving voluntary unpaid service to hospital 
management up and down the country — but obviously most 
of them, to have enough time for their duties and numerous 
committees, must be retired persons or married ladies with a 
taste for committees and clubs, except for the few doctors and 
others with a professional interest. 


The Conservative Government, which many of us had 
prayed for, has come into power, but it has so many impor- 
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tant problems of finance and defense upon its mind that it 
has never got around to considering the structure of the 
Health Service, and we still have to put up with too many 
doctrinaire Socialists and superannuated Labor ex-Members 
of Parliament on our Hospital Boards and Management 
Committees. I was personally told at a committee meeting by 
one member of a Management Committee, who had been chair- 
man of a former Poor Law Infirmary, that “he was accus- 
tomed to doctors who did what he told them!” It makes me 
sigh for the good old American principle — when the Repub- 
licans (or the Democrats) come in, throw the other fellows 
out! 


SOCIALIZED MEDICINE AND OTOLARYNGOLOGY. 


When I came to consider the effect of socialized medicine 
upon our own specialty, I thought it wise not to rely entirely 
upon my own experiences, opinions, and perhaps prejudices, 
but to collect first-hand information from both senior and 
junior colleagues in different parts of our country, ranging 
from London (both in teaching hospitals with medical schools 
and other hospitals), to the large provincial cities (both with 
medical schools and without), industrial towns in both north 
and south, university centers, seaside resorts, country towns 
associated with rural cottage hospitals, up to the Scottish uni- 
versity cities. Altogether I consulted 45 of my friends and 
colleagues attached to various types of hospital and with 
widely differing types of practice, and my conclusions are 
founded on the confidential information supplied by them. I 
think perhaps it might give a more colorful impression of 
what is happening to our specialty if I were to read some of 
the actual letters I have received, selected because they vary 
in the district and type of hospital, and also in the seniority 
of the writers in our specialty; they are edited only by being 
shortened. 


Here, for example, is a candid letter from a middle-aged 
otolaryngologist practicing in a country town and attending 
a number of cottage hospitals; incidentally, he is violently 
anti-Socialist in his poltical opinions: 
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“The domiciliary consultation service has been of real value to folk in 
rural parts, particularly to patients such as cripples and heart cases. 
Before, in order to get a specialist to them meant either charity or draw- 
ing on much-need savings. Now, anyone can have a specialist brought to 
them if they need it, and there is no doubt that many a chronic sufferer 
has derived peace of mind from the second opinion provided by the 
domiciliary consultation service. The specialist has seen his life greatly 
altered. Nowadays he spends 80 per cent of his time in hospital and 20 
per cent or less at his consulting room (office) in an area like this. 
Previously, the reverse was the case, or nearly so. Private consultations 
are not uncommon, but when it comes to operation, then the patient 
puts for hospital. There is one aspect of the case worth considering and 
that is that before the Health Act private practice was sufficient to sup- 
port only a limited number of specialists in this area and many of these 
had to do general practice as well. This is very different now, as the 
following figures show: 


BEFORE THE ACT. AFTER THE ACT. 


4 General Surgeons (including E. 3 General Surgeons 
NT; Gynec, and Orthopedic: 3 3 General Physicians 
tice). 2 Gynecologists. 

2 General Physicians. 2 E.N.T. 

1 Radiologist. 2 Ophthalmologists. 

1 Anesthetist. 1 Dermatologist. 

1 Pathologist. 2 Psychiatrists. 

1 Ophthalmologist. 2 Orthopedic Surgeons. 

1 Psychiatrist. 1 Chest Surgeon. 

2 Radiologists. 
2 Pathologists. 
4 Anesthetists. 
6 


11 


to 


“The hospitals of the smaller, but even then growing towns, had entire- 
ly general practitioner staffs, whereas now a full consultant service is 
available. From this it seems evident that the Health Act has greatly 
extended the scope and availabilities of specialist work in the provincial 
areas.” 


The next letter is from a senior colleague of about my own 
age in a provincial city with a large medical school: 


“IT should say that the Health Service has adversely affected my pri- 
vate practice, but not to a great extent. The actual number of consulta- 
tions has not fallen off very much, but smaller private operation fees, 
both in number and size, are noticeable. 


“Hospital waiting-lists have increased and attendance at outpatients’ 
departments has increased enormously. The reason why more attend the 
outpatients’ department, I would say, is that the general practitioners are 
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inundated with work and refer cases more freely than they used to, in 
many cases not stopping to examine the patients thoroughly themselves. 
Immediately the case is deemed an E.N.T. case an instruction to attend 
the hospital is given. 


“I do not think that I have had any particular difficulties with the 
administration of the Service except that requisitions and alterations 
alike of buildings, accommodation and policy, have taken very much 
longer owing to these matters being passed through several committees 
before decisions are reached. Political bias, I think, is distinctly ‘left’; 
the number of private beds available has in all cases been reduced and 
it is fairly obvious that many members of committees would like to abol- 
ish these private beds altogether. 


“I would say that juniors, registrars and junior consultants are very 
definitely ‘feather-bedded.’ The salaries today paid to them are, I think, 
satisfactory, so much so that much of the incentive and drive which was 
obviously shown by a young man in the past seems to be largely miss- 
ing. The attitude appears to be that they can sit back and await events; 
promotion and increase of salary will follow in due course. No doubt in 
the past the aim to acquire a private practice, whether laudable or not, 
was a great incentive. My impression is that the young men of today 
have more or less made up their minds that private practice in the 
future will be negligible and therefore why bother about it. I think the 
profession is going to lose something because so many of the young men 
have adopted this attitude. Of course, the other type with a thirst for 
knowledge and a wish to do well irrespective of any financial reward will 
always be with us, but they are very much in the minority.” 


Now, here are the opinions of one of the most brilliant of 
my younger colleagues, also situated in a large city with a 
medical school: 


“When I was appointed to my hospital, shortly before the National 
Health Service began, I was selected by a committee consisting of the 
entire staff of the teaching hospital, some 70 consultants. This means 
that I was accepted by them as a colleague, that I must act accordingly 
in the future, and at the same time feel secure in the knowledge that 
they selected me to work with them. Nowadays the selection of a con- 
sultant is in the hands of a small committee, which in fact can some- 
times be packed —it is even possible for an appointment to be pushed 
through by one individual person. The remainder of the staff have no 
opportunity to choose their colleagues, and in fact do not know who is 
appointed. 


“I am a part-time consultant, I carry out nine sessions a week under 
the Health Service and spend the remainder of my time in private prac- 
tice. An advantage of the Health Service for someone like myself with 
no real financial backing is that I was paid for the sessional work from 
the beginning of my appointment and, therefore, had a guaranteed in- 
come from which to build up a home and security. The period of waiting 
for a private practice to appear was therefore eased; however, had there 
been no Health Service I should have had two difficult years during 
which I should have had to borrow a sum approximating to my income 
from the Health Service; I should, however, have been secure in my third 
year and able to pay back the borrowed money fairly rapidly. The 
E.N.T. private practice in this area is more healthy at the moment than 
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most of the other branches of medicine and surgery. If I had been in 
some of the other specialties I should have not been able to become 
secure and pay up my debts in the same time. 


“I cannot see that the hospital services supplied in my department 
have improved as a result of the Health Service. We have no more beds, 
no more nurses, no more assistants, and a longer waiting-list. The Teach- 
ing Hospital is more fortunate than nonteaching hospitals in that its 
internal administration has been rather better preserved. The Endow- 


ment Funds have been retained as a research fund and this is available 
to us. 


“I have also been on the staff of a small hospital on the outskirts of the 
city for the past year. This hospital is far more affected by the National 
Health Service and in every way it has been for the worse. Before the 
Service it was a small unit supplying the needs of a town of 50,000 inhabi- 
tants. It was run by a combination of general practitioners and visiting 
consultants. It was thoroughly solvent and had funds for rebuilding. It 
is now the poor relation of the group of former local authority hospitals 
in the area, and is administered by a rival hospital in the nearby town. 
Its funds have been appropriated by the Ministry and it has proved 
impossible to obtain funds for anything other than very patchy repairs. 
The standardization of salaries for the resident staff in all hospitals has 
made it particularly hard hit and the situation as regards internes is 
quite hopeless. The medical consulting staff have no say whatever in 
the running of the hospital.” 


The following are extracts from a letter from an established 
otolaryngologist in an industrial town: 


“My own private practice is barely half what it was prior to July, 1948, 
and in this I am extremely foruntate compared with many of my col- 
leagues in this area, particularly with my surgical colleagues, whose pri- 
vate practice is now virtually nil. 


“In the early stages, the domiciliary consultation system was simply 
dreadful and on many occasions I arrived home in the evening and found 
a veritable visiting list. Being unable to contact the patients’ doctors, I 
had no option but to go and see the various patients. By personal con- 
tact with the men in practice, and by making suitable arrangements for 
the reception of emergencies at the hospital, it has been possible to stop 
the abuse of the domiciliary consultations and now these are infre- 
quent.” 


The next letter comes from a senior colleague on the staff 
of a famous London teaching hospital: 


“Private practice is still busy, but in an entirely different way. Possi- 
bly we see more patients for an initial consultation. When a question 
of operation arises, patients avail themselves of their privileges and go 
into the general wards. Parents, however, tend to break into capital and 
pay something if they can get their children’s tonsils and adenoids done 
more quickly. The fact that patients do not like waiting around hospitals 
accounts for their willingness to pay a substantial fee to be seen for the 
first occasion in private. Private patients are not surprised if a high fee 
is asked for an operation (higher than before the war), but in my experi- 
ence they will not pay the higher fees and I personally remain at the 
prewar level. 
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“Our Board of Governors only have two really troublesome Socialists 
among the members and on the whole I think that the Chairman handles 
them fairly well. They both make every mortal thing a political issue 
based on prejudice and virulent class hatred. They make out a reason- 
able case for the welfare of the patient, but this is utterly overshadowed 
by their prejudice against the consultant staff. 


“The only trouble we have had with appointments to the Consultant 
Staff has been from outside assessors, who have wished on us strangers 
we didn’t really want.” 


The next letter comes from a senior colleague of my own 
age on the staff of a large teaching hospital in the North: 


“I have dropped 25 per cent of my private work. My accountant tells 
me that I am very lucky, many colleagues apparently having suffered 
very much more. I am sure that the training nowadays is much better 
than it was in my day. The young men get better opportunities to do 
things and realize the necessity to read not merely the textbooks but 
also the journals for examination purposes; these being on a higher 
level, I think, also makes for better training. 


“I do not find any political bias as such in the Regional Board; but 
without a doubt the tendency here is to make every possible appointment 
whole-time, and every opportunity is seized to act accordingly, in spite 
of all our protests. This Region is far too big and its work is months 
behind. 


“As regards increase of lay staff, I cannot give you an accurate num- 
ber, but I have no doubt that a conservative estimate is threefold. And 
much of it very poor quality. All kinds of people have been upgraded, 
porters and clerks to become heads of departments, who are quite un- 
fitted for their new jobs. And, of course, at about three times their 
original salaries, or more. Much frustration and stultification is the 
result. 


“The long and short of it is that one is not pushed to give one’s best to 
the job. I still have a few more years to go, and I may well clear out of 
it before then.” 


By way of contrast, the following are extracts from the let- 
ter of a young friend of mine of “Registrar” status at a 
teaching hospital in London: 


“The opportunities are good from house surgeon to Senior Registrar, 
but at this point the opportunities become far too few. Too many con- 
sultant appointments are for too few sessions. A man with a family can- 
not afford to leave a full-time appointment as Senior Registrar (£1,000 
to £1,300) to do three sessions, say, as a Consultant (£465), in the hope 
of getting other sessions or some private practice. He depends largely 
upon a maximum part-time job—nine sessions. There have been only 
two of these advertised in the last 18 months—/. Norfolk and Norwich, 
and 2. Dundee. For the Norfolk vacancy there were 22 applicants. There 
will now be a “pool” of about 25 suitably qualified people waiting for a 
consultant post and no posts coming up. There are four reasons for 
this: 7. There are not as many new consultant posts as were promised 
when the Health Service started. 2. There were too many trainees after 
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the war—from the Services. 3. Some consultants are being kept on after 
they are due for retiral. 4. Some consultants are doing more than nine 
sessions part-time. This shortage of consultant posts is by no means 
imaginary. I, myself, know of three junior otolaryngologists who are 
about to emigrate. 


“There really is a big gap between the number of Senior Registrar 
appointments and the Consultant posts available and there is a lot of 
strong feeling among Senior Registrars about this, particularly the feel- 
ing that something could be done about it and is not being done about it. 


“May I finally (merely by way of an example) state my own case? 
Assuming that I were to complete my four years as a Senior Registrar 
without getting a consultant job (and it is by no means guaranteed), I 
would have this record: Age 37, married, two children (both at school), 
10 years in E.N.T. work, 13 years qualified, F.R.C.S., D.L.O., quite unac- 
ceptable in general practice. No job very likely in the E.N.T. world. 
It’s not a very happy picture, I think you'll agree.” 


Finally, here is a forthright letter from a young consultant, 
appointed since the war to a teaching hospital in London: 


“My private practice has grown very slowly and I am glad I do not 
have to live on it, for it has never met the expenses of my consulting 
room and car. A junior colleague, who was elected to the staff of a 
famous teaching hospital two years ago, told me that he had only two 
operations in private in the last four months. 


“The same fees are charged for operations now as before the war. The 
nursing-home or private hospital fees, however, are now so high that 
few middle-class patients can afford them. Fortunately, a short stay is 
usual in our specialty, but in other specialties the private ward fees are 
killing private practice. A neurologist at Queen’s Square, for example, 
will probably need to keep his patient for some weeks and the private 
ward fee is £23 a week. St. Peter’s Hospital for G.U. Diseases is even 
worse, for here the fee for a private ward is £30 pounds a week. The 
Elizabeth Garrett Anderson Hospital private fees have gone up from 
three guineas to 30 guineas a week. 


“The question of training specialists is very difficult. The salary of 
the registrar was fixed by the State in the beginning to allow a reason- 
able standard of living during his apprenticeship; the result was that 
competition for these appointments has become more severe, because the 
prospect of life as a specialist is pleasanter than that of a general prac- 
titioner. There are, for example, 12 registrars at the Royal National 
Hospital, Gray’s Inn Road, compared with only one before the war. The 
prospect that all these men will reach consultant rank is doubtful. Away 
from the teaching hospitals the opportunities for practical work are 
good, but no Registrar leaves a teaching hospital if he can help it, as he 
thinks—rightly—that he will lose his chance of promotion if he does. 
Many provincial hospitals are, therefore, without junior help, and the 
surgeon has to do the Registrar’s work and sometimes even act as his 
own House Surgeon. 


“It must in fairness be said that the junior consultant like myself 
has gained from the State Service. I have now a certain income, which 
is more than I could have hoped for if I relied on private practice. I 
think I should be wise also to look to the State for my future income 
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rather than to private practice. The estate agent for Harley Street told 
me a few days ago that he was trying to alter the regulations of the 
neighborhood to allow consulting-rooms to be let to professional men of 
all kinds, and not only to doctors, as the demand for consulting-rooms 
had fallen off greatly since the State Service. 


“The primary F.R.C.S. is now at a level of a first-class honors degree. 
The future consultant will, therefore, be more gifted academically than 
he has been in the past, and it remains to be seen whether he will have 
the other capacities necessary to make a good doctor. 


“The next generation of doctors will be more tightly controlled and 
their standard of living will go down. At present, however, a consultant 
of my age lives well. My income is more than I could have hoped for, 
my work fills my day without being exhausting, and the State control 
lies lightly upon me.” 


Such, then, is the position in our own specialty; much of it 
doubtless due to the general economic conditions of our coun- 
try rather than to the Health Scheme itself. The older con- 
sultants are in the main disenchanted but resigned to their 
fate, the younger consultants seem content enough and per- 
haps a little complacent, and the juniors who have not yet 
reached consultant rank seem to feel that they have a right 
to a consultant appointment, but it is doubtful whether they 
will ever get it. The comparatively few teaching hospitals 
have been particularly favored in many ways, but the 
position of the hundreds of other hospitals has been distinctly 
worsened. 


CONCLUSION. 


The main problem of the National Health Service today 
is how our country is to meet a potentially unlimited demand 
for increasingly expensive medical care from limited re- 
sources. Contrary to popular belief, the Health Service is 
paid for almost entirely out of general taxation and not by 
the weekly insurance contributions which everyone has to 
pay in our country. An employed man and his employer pay 
nine shillings and five pence between them (about $1.50), 
and a self-employed person six shillings and six pence (about 
$1) ; employed women pay slightly less than men, and mar- 
ried women pay about half a dollar. This adds up to quite 
a sum in the course of a year, but only 10 pence a week is 
diverted to Health Service expenses, the rest going to sick- 
ness, unemployment, old age and burial insurance. 
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The finance of the Health Service has gone completely hay- 
wire. It was calculated originally to cost £132,000,000, ac- 
cording to the Coalition Government “White Paper” of 1944, 
and it was estimated that it would be some years before it 
would cost £10,000,000 for dentistry and £1,000,000 for eye 
services—in actual fact, in the very first year of the Health 
Service dentistry cost £28,000,000 and ophthalmic services 
£20,000,000. Mr. Aneurin Bevan, when he put forward his 
National Health Service Bill in 1946, calculated that the com- 
plete service would cost £152,000,000; but in the first year of 
its operation under his direction the Service cost £227,000,- 
000; and this was only a beginning: in 1949-50, the total 
reached £358,000,000, and in 1950-51 it was £460,000,000. 
The Treasury then stepped in and fixed an arbitrary ceiling 
for the Health Service of £400,000,000 annually, which never- 
theless, has just been exceeded through the Danckwerts award 
of increased remuneration to the general practitioners. This 
figure takes little or no account of the millions of capital ex- 
penditure necessary to bring up-to-date the hospitals — many 
of them badly war-damaged — and to increase the number 
of their beds, for which there is a greatly increased need. 


The story of the drug bill shows what happens when no 
curb is put to the free provision of medicines, dressings and 
appliances. In 1948-1949 the drug bill was £17,715,000, but 
last year it exceeded £50,000,000 (or about $200,000,000), an 
average of £1,476 for each general practitioner, about the 
same as his own net income from the State, and the checking 
of the chemists’ bills is between seven and 12 months in ar- 
rear. Last year, 21 per cent of all prescriptions dispensed 
were for proprietary preparations, which appears to be an 
unnecessary extravagance. No wonder the Conservative Gov- 
ernment has just imposed a charge of one shilling on each 
prescription (as well as certain charges for appliances) in 
order to cut down excessive and unnecessary resort to doctors 
and pharmacists! Incidentally, 200,000 Government hearing- 
aids have been issued to deaf patients, and no charge is being 
made for them yet because the waiting-list already is so 
lengthy. 
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Before the last war—as our Socialist friends are apt to 
forget — nobody in our country needed to be without a doc- 
tor. Our profession was of as high a standard as any in the 
world, and had long been accustomed to charge fees in ac- 
cordance with the circumstances of the patient. Nineteen 
million workers were cared for under National Health In- 
surance, their uninsured dependents paid modest fees to 
their family doctors, and for persons in actual poverty a 
Poor Law doctor was provided by the local authority. The 
hospitals, working independently throughout the country, 
were kept up by charitable donations from the people in 
comfortable circumstances and by the regular weekly con- 
tributions of a few pence by those less well off, who were 
accustomed to use the hospitals. Until World War II but few 
of our voluntary hospitals were in debt to any serious ex- 
tent, and they were able to pay their way, despite the 
increasing cost of hospital care even then. The middle 
classes—who are said to have welcomed the National 
Health Service most of all—did not care to accept charity 
in the public wards of the hospitals, but were being cared . 
for by a rapidly increasing number of private wards and 
private blocks in hospitals in which modified charges were 
made. After World War II, in spite of the economic position 
of the hospitals and, indeed, of the country, all that was 
required to develop the medical services of our country to 
an adequate degree was financial support for the hospitals 
and the encouragement of insurance schemes, and it was, in 
my opinion, quite unnecessary to launch a National Health 
Service so precipitately and without more consideration. I 
have endeavored to explain, however, how politics and eco- 
nomics, in conjunction, brought it into being, and what 
matters now to the politicians is to continue to give some 
sort of universal service, even if its standard has to be 
lowered. 


lf a country wishes to avoid “socialized medicine,” I should 
say: Stay prosperous, avoid wars —and put not your faith 
in the politicians. It takes a very long spoon to sup with the 
devil, and political astuteness is not a quality commonly pos- 
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sessed by doctors—certainly not in my country. Nobody 
really likes doctors’ bills or hospital charges, and our National 
Health Service is undoubtedly popular with all the political 
parties and also with the voters. Ninety-seven per cent of the 
population have put their names down on the Health Service 


doctors’ lists, and last year 75 per cent of them actually made 
use of the Health Service. 


It is wrong, in my opinion, to condone the system of 
socialized medicine merely because — so far — it has turned 
out to be not quite so bad as the doctors expected. We have 
experienced but the first step and if in a few years’ time we 
again have a Socialist Government — as we may well have, 
for Mr. Churchill’s Government has an all-over majority of 
only 17 — we shall have to put up a serious fight for the main- 
tenance of private practice, which the Socialists are deter- 
mined to smash if they can. The doctors will have to do as 
Sarah Bernhardt and Coquelin did long ago with the Comedie 
Francaise, to the dismay of their faint-hearted colleagues — 
throw away their salaries and their pension rights, and step 
boldly into the arena of independent practice. They must seek 
the support of other professions in the struggle against the 
cannibalism of the State, for the fight is not only up to the 
doctors, dentists and medical auxiliaries, but to all profes- 


sional men and women, lawyers, teachers, engineers, account- 
ants, architects, even artists. 


The cost of all professional services (along with the cost 
of education and training) has risen almost above the ability 
of the average citizen to pay for them, yet the scope and 
necessity for their utilization has enormously increased. As 
a result, there is in our country an increasing proportion of 
professional people in direct or indirect State employ: only 
52 per cent of registered architects and less than two-thirds 
of incorporated accountants are today in private practice, 
and the dependence of private practitioners (lawyers, archi- 
tects, consulting engineers and others) on Government or 
local Government work is well known (Roy Lewis, 1952). The 
scientists have been swept into the service of the State to 
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an extent not generally appreciated: our Government oper- 
ates some 600 research establishments, and in 1945 formally 
created the “Scientific Civil Service.” 


The Hippocratic code has influenced the conduct not only 
of generations of physicians, but that of other professions 
also — scientists, engineers, lawyers, artists have all devel- 
oped as strict a professional conscience as we have. The 
main ethical principles for all of them are devotion to truth 
and a sense of responsibility towards the patient or the 
client, in return for his trust. The code of any profession 
depends upon the tradition of the ethics of private practice, 
and if private practice disappears the old tradition will lose 
its influence upon the new generations of its students and 
practitioners. While private medical practice survives in our 
country — while there are 4,000 out of over 5,600 specialists 
and even 1,000 out of 21,000 general practitioners still in 
independent practice — the old tradition and the old profes- 
sional conscience will survive and set the tone for the whole 
profession and, indeed, for the other professions who have 
taken their standard from the medical ideal; but if private 
practice were to disappear altogether — what then? I should 
like to quote the words which Mr. Roy Lewis, who is not a 
doctor, wrote in the British Medical Journal the other day: 
“Let us make no mistake,” he wrote, “when all professional 
people are officials, there will be no doctors, no lawyers, no 
artists, and probably no scientists either. There will be no 
professions; and no life worth living.” 
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CENTRAL ILLINOIS SOCIETY OF OPHTHALMOLOGY 
AND OTOLARYNGOLOGY. 


The next meeting of the Central Illinois Society of Ophthal- 
mology and Otolaryngology will be held at the Abraham Lin- 
coln Hotel in Springfield, Ill., on Sept. 12, 13 and 14. The 
guest speakers will be Dr. Paul A. Chandler, of Boston, Mass., 


and Dr. Thomas C. Galloway, of Evanston, III. 








NASAL AND PARANASAL SURGERY — 
A RECONSIDERATION OF FORMER METHODS.* 


GEORGE L. WHELAN, M.D., 
Philadelphia, Pa. 


Many forms of treatment of sinusitis now prevail and seem 
to be on the increase. They include “the allergic manage- 
ment” local intranasal treatments which consist of conserva- 
tive sinus irrigations, the use of chemotherapy and the anti- 
biotics in the early stages, etc.; however, we frequently over- 
look something much more important, such as the indications 
for more extensive surgical procedures. A conservative trend 
is developing, probably because almost everyone today thinks 
in terms of conservative management. Thus in those cases in 
which surgery is actually indicated, such procedures are fre- 
quently delayed or overlooked. The objective in any form of 
treatment is ultimate and possibly permanent improvement to 
the patient; that is to say, improvement in function. The 
patient is interested only in having a nose that gives him good 
service, and if surgery is indicated, the patient should be 
given the benefit of such surgery. The thought occurred to 
me that it would be well to review some intranasal conditions 


which may or may not be amenable to conservative manage- 
ment. 


There seems to be a group of borderline cases which cannot 
always be definitely placed in either the medical or surgical 
classification. Such patients should be given the benefit of 
intelligent medical care before surgery is considered. They 
should be treated for a period of from four to six weeks, then 
if they do not respond favorably to treatment they should be 
managed surgically. Occasionally patients present themselves 
for treatment in the clinics and private practice who have 





*Read at the Fifty-sixth Annual Meeting of the American Laryngological, 
Rhinological and Otological Society, Inc., Toronto, Canada, May 21, 1952. 

Editor's Note: This ms. received in Laryngoscope Office and accepted for 
publication, June 25, 1952. 
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had months or years of ineffectual minor surgical manicuring 
of various types or a medical treatment which had no reason- 
able justification. The examiner who had previously treated 
such a case may have overlooked the fact that the pathology 
was in the sinus lining and not always in the nose. He may 
have failed to realize that all of the existing circumstances 
preclude any hope of success from the various local efforts. 
A certain line of treatment may have been followed because 
it had been described and not because it produced the desired 
result. When such existing intranasal conditions have been 
carefully studied and treated, without responding to such 
controlled treatment, we should then without further delay 
resort to surgical intervention. 


Submucous resection of the nasal septum is one surgical 
procedure which is now rarely performed. Today enthusiasm 
seems to be swaying away from that operation. There are, 
however, many cases where a submucous resection is a nec- 
essary procedure regardless of any other management of 
intranasal conditions. Some of these conditions include cases 
where the patient shows a markedly deflected or thickened 
nasal septum which interferes with normal breathing, wheth- 
er or not such a condition is associated with an allergic state 
where medical treatment has not helped. Such an obstruction 
to normal breathing causes the patient much discomfort, and 
surgical intervention would seem to be indicated.‘ In such a 
case most rhinologists agree that the patient should be given 
the benefit of this kind of surgery. By removing the ob- 
struction the patient will experience considerable relief. The 
fibrous contraction between the mucous membrane flaps after 
removal of the blocking septum establishes a better airway 
for the patient. If such a patient is being managed only from 
the allergic standpoint this result may not be accomplished. 


A deflected nasal septum which interferes with the treat- 
ment of any intranasal condition, such as polypi or infection 
in the anterior or posterior ethmoid cells, should be operated 
upon to facilitate the surgical approach. Unless this opera- 
tion is done, polypi or diseased ethmoid cells which are inac- 
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cessible to instrumentation cannot be operated upon satisfac- 
torily intranasally. When this procedure is done, the thor- 
ough surgical removal of diseased tissue is possible. 


For the same reason, any intranasal manipulation, such as 
irrigating the antra, or when contemplating other intranasal 
procedures, such as an antrum window, the bony septum 
should be removed if there is not sufficient room in which to 
perform the procedure successfully. Not infrequently a sub- 
mucous resection of the nasal septum may be necessary to 
obtain sufficient room for an antrum puncture. In such cases 
removing a spur which blocks the approach beneath the 
inferior turbinate, together with removal of the bony nasal 
septum, will render the area much more accessible for future 
irrigations and also allow sufficient room to elevate the ante- 
rior third of the inferior turbinate if necessary. 


Pressure* by septal ridges against the upper nasal areas is 
still a cause of headaches, which symptom is frequently re- 
lieved by removal of the obstruction and pressure caused by 
the septum. 


The maxillary sinus may present a subacute or chronic 
sinus infection which may not yield to treatment by irriga- 
tions. The patient may be carefully studied by opaque fluid 
and X-ray, and no polypi or pathological mucous mem- 
brane may be demonstrable. In such a patient one may hesi- 
tate to do an extensive maxillary sinus operation. The sub- 
acute maxillary infection may readily yield to the large antral 
fenestration. There are some rhinologists who prefer this 
method to a Caldwell-Luc operation, and report satisfactory 
results. My experience with this procedure has been satisfac- 
tory in selected cases. 


Polypi sometimes do seem to recur after removal. Aller- 
gists seem to be of the opinion that the growth of polypi can 
be controlled by allergic management. Some of the cases seen 
and studied in the clinics as well as in private practice had 
previously been studied and allergically managed without 
benefit to the patient. It is the duty of the rhinologist to give 
such patients the benefit of such surgery as may be indicated. 
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Surgical neglect of such patients may happen if we are over- 
whelmed by the current trend. In some cases removal of 
polypi surgically may be indicated.: 


When tissue which has been carefully examined (this in- 
cludes the so-called allergy-ridden membrane) and found to 
be chronically inflamed and infected, and the distribution of 
infection within the membrane is such that the patient’s 
health as well as his comfort is impaired, surgical removal 
should be considered, preferably through a thorough or radi- 
cal operation. In such cases the external approach in compe- 
tent hands gives promise of a good result. When tissue is 
pathologically diseased and ceases to function normally it 
should be removed. 


Much has been written about operative interference in 
acute sinus conditions, notably the frontal sinus. If taken too 
seriously, this is apt to lead into difficulties many operators 
who follow blindly the pronouncement of those authorities. 
We know there are certain acute cases in which surgery is 
dangerous; we must also consider that there are many fulmi- 
nating cases of frontal sinusitis which require immediate and 
complete drainage for the safety of the patient. The rules 
which govern general surgery apply here, with necessary 
allowance for the difference in the anatomical structures in- 
volved: therefore, to lay down a hard and fast rule without 
qualifications and to try to treat all cases by this rule may be 
a very dangerous policy. Each case should be evaluated on 
its own merits and operated or not, according to the indica- 
tions present. In the earlier days of frontal sinus surgery 
the tendency in operating was to do too little; then came a 
period of radical surgery; and now we are in danger of going 
back to the ultraconservative attitude. No surgery, or incom- 
plete sinus surgery, may be responsible for the present-day 
feeling of hesitancy in operating when extensive sinus sur- 
gery is indicated. 


When we do operate on acute cases, in which immediate 
surgical intervention is indicated, we should try to secure 
thorough and complete drainage, using every additional aid 
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to our surgery, such as transfusions, chemotherapy, etc. An 
incomplete or an inadequate operation, when extensive sur- 
gery is indicated. is simply an aggravation lowering the local 
and general resistance of the patient and failing to secure 
good aeration and drainage. Complications of meningitis and 
brain abscess are occasionally seen in acute fulminating cases. 
Such cases demand early and complete exposure and drain- 
age. We do not hesitate to operate early upon an acute mas- 
toid, so why lay down a special set of rules for the frontal 
sinus? 


A chronic frontal sinus infection may occasionally respond 
to intranasal drainage. One hesitates to use a rasp to enlarge 
the nasofrontal duct, because of the possibility of callous 
formation and perhaps later a blocking of the nasofrontal 
duct; however, much benefit may be obtained in some cases 
by thoroughly removing the anterior third of the middle 
turbinate.* 


The sphenoid sinus is probably neglected more than any 
other sinus because of its difficult location. The approach is 
made more difficult when a large middle turbinate, thickened 
nasal septum, or a bulging septal dislocation blocks surgical 
manipulation. Were it not for those two structures, the sphe- 
noid sinus would be less frequently neglected. One reads not 
infrequently of cases of meningitis of obscure origin, only to 
find at postmortem examination an infected sphenoid sinus 
which had perforated into the cranium. Thorough anes- 
thetization of the middle turbinate and septum with cocaine- 
adrenaline solution will enable the operator to reach the 
sphenoidal osteum for irrigation without discomfort to the 
patient. A flexible small catheter may be used. In view of 
the seriousness of complications which may arise from the 
sphenoid sinus, the removal of the middle turbinate as well 
as removal of a thickened bony nasal septum, to facilitate 
entrance to the sphenoid sinus should be considered. If the 
inflammatory process in the sphenoid sinus does not confine 
itself to the mucoperiosteal layer, but extends to the walls 
with bony destruction, very serious consequences may ensue. 
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Sudden unilateral blindness has been observed. According 
to Hajek,® the blindness is caused by either compression of 
the optic nerve in the optic foramen or by perineuritis. A 
destruction of the dividing wall between the sphenoid sinus 
and the optic foramen may also occur. The rupture of serous 
or suppurative secretion into the retrobulbar tissues may lead 
to exophthalmos. By extension of the inflammatory process 
through the optic canal, meningitis may occur. The symp- 
tom-complex exophthalmos and sudden blindness in the pres- 
ence of a suppuration of the sphenoid sinus indicates that 
extension of the process to the orbit has taken place. Tumors 
of the sphenoid may also produce the same symptom-complex. 
Proetz® suggests that in operations upon the sphenoid sinus, 
the osteum should remain intact, and the sinus approached 
medial to the osteum. This is a point well taken. 


New growths within the nasal cavity, such as bleeding 
polypi or polypoid tissue, should not be treated too lightly. 
Sufficient tissue for biopsy from several areas should be re- 
moved. Such tissue should also be removed when it is causing 
obstruction, thereby preventing proper aeration and drainage 
of the sinuses. 


Early cancers of the paranasal sinuses may be silent 
lesions; consequently, the diagnosis in many cases is made 
after the lesion has become extensive. This is all the more 
reason, therefore, why the patient should be given immediate 
and adequate treatment. This treatment, if it is to be suc- 
cessful, cannot be applied routinely. Rather, each case must 
be individualized and carefully evaluated. Cancer of the 
sinuses has always been extremely difficult to manage. To be 
effective, surgery must be radical; likewise, radiotherapy is 
seldom effective unless it is radical and well planned. Even 
with what has been considered the best of treatment, how- 
ever, results are not too encouraging. If such cases can be 
diagnosed early and the existing conditions are amenable to 
radiation or surgery when indicated, we may possibly prolong 
the patient’s life. 
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NASAL FIBROMA. 


Much is written about this topic and the difficulties experi- 
enced by the operator in surgical procedures in this area; 
however, there are a number of cases where the surgical 
approach may be helped by removal of the middle or inferior 
turbinate, permitting access to the posterior area of the nose, 
making intranasal surgery possible. A Tyding snare may 
prove helpful in removing this growth in part or in toto with- 
out experiencing too much difficulty. One should, of course, 
be prepared to manage loss of blood by transfusions, by 
administering plasma or by packing. 


While it may be wise to limit our surgery to the intranasal 
approach, such an approach frequently being Jess incapaci- 
tating to the patient, one must not avoid the external approach 
when necessary. The Caldwell-Luc operation, for instance, in 
dealing with extensive pathology in the maxillary sinus could 
be the only adequate procedure in many instances. The fron- 
toethmosphenoid operation through a small incision at the 
nasal dorsum with proper instruments and lighting, such as 
described by Lynch,’ Sewell and Ferris Smith, have replaced 
disfiguring operations, such as those described by some of the 
older operators, Hajek, Fine and others. This is proper be- 
cause when properly executed all the necessary surgery could 
be accomplished. In a very large frontal sinus with deep 
frontal recesses the modified Killian operation, leaving a fron- 
tal ridge to lessen the deformity, would seem to be indicated. 


When osteomyelitis of the frontal bone is present, however, 
disfigurement is not to be considered, because the life of the 
patient is at stake. On the other hand, such conditions as 
orbital abscesses, ethmoiditis with polypoid formation, which 
cannot be adequately treated intranasally, are quite amenable 
to the approach by a small extranasal incision. The effects 
of the antibiotics upon the clinical symptoms may obscure the 
picture and cause us to lose sight of the fact that the patho- 
logical process may be extending, even though the tempera- 
ture, blood count, etc., seem to be within normal limits. For 
this reason cases being treated with these agents should be 
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studied with careful scrutiny, and vigilance should be main- 
tained for some time after the discontinuance of the drug, to 
make sure that a recurrence of the infection does not develop. 


Intracranial complications resulting from sinus infections 
should definitely be included in the realm of otolaryngology 
and the otolaryngologist should be fully equipped to manage 
such complications, as emphasized by Shuster* in his paper 
read before the American College of Physicians in February 
of this year. 


We feel that a helpful suggestion in the right direction may 
be for the rhinologist to keep careful records of surgery per- 
formed throughout the year, directing particular attention to 
the types of sinus surgery performed upon patients with asso- 
ciated chest involvement, or with threatened intracranial or 
intraorbital complications, or with other complications with 
definite indications for sinus surgery. Postoperative results 
could be evaluated and a record kept, including symptoms, 
indications for operation and postoperative results in each 
case. These records could then be pooled. Later the pooled 
statistics from the various hospitals could be published with 
a final evaluation of end-results. Such information might 
prove to be a most helpful guide in selecting the proper sur- 
gical procedure to obtain the best results in a given case. 
Many of the effects of improper surgery, and the criticism 
developing therefrom, could thus be avoided, with consider- 
able benefit to the patient. 


SUMMARY. 


An attempt is made to call attention to a number of exist- 
ing cases where intranasal surgery or the external approach 
may be indicated. The trend to conservative treatment may 
sometimes cause us to overlook such cases. We should guard 
against being swayed too much by the trend, and it would 
seem that we should remember that there still exists a number 
of cases which require surgery. The inclination to be con- 
servative by intranasal surgery must not stand in the way of 
extensive nasal surgery if the patient’s life is in danger. 
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Audicon Models 400 and 415. 


Manufacturer: National Earphone Co., Inc., 20-22 Shipman St., New- 
ark 2, N. J. 


Audivox Model Super 67. 
Manufacturer: Audivox, Inc., 259 W. 14th St., New York 11, N. Y. 


Aurex Models L and M. 
Manufacturer: Aurex Corp., 1117 N. Franklin St., Cheago, IIl. 
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Manufacturer: Beltone Hearing Aid Co., 1450 W. 19th St., Chicago, Ill. 
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Manufacturer: American Sound Products, Inc., 2454 S. Michigan Ave., 
Chicago 16, IIl. 


Dahlberg Model D-1; Dahlberg Junior Model D-2. 
Manufacturer: The Dahlberg Co., 2730 W. Lake St., Chicago 16, II. 


Dysonic Model 1. 
Manufacturer: Dynamic Hearing Aids, 43 Exchange Pl., New York 5, 
ms ee 


Electroear Model C. 


Manufacturer: American Earphone Co., Inc., 10 East 43rd St., New 
York 17, N. Y. 


Gem Hearing Aid Model V-35; Gem Model V-60. 
Manufacturer: Gem Ear Phone Co., Inc., 50 W. 29th St., New York 1, 
N. Y. 


Maico UE-Atomeer; Maico Quiet Ear Models G and H; Maico 
Model J. 
Manufacturer: Maico Co., Inc., 21 North Third St., Minneapolis 1, Minn. 
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Mears (Crystal and Magnetic) Aurophone Model 200; 1947— 
Mears Aurophone Model 98. 


Manufacturer: Mears Radio Hearing Device Corp., 1 W. 34th St., New 
York, N. Y. 


Micronic Model 303; Micronic Model “Mercury”; Micronic 
Star Model. 


Manufacturer: Micronic Co., 727 Atlantic Ave., Boston 11, Mass. 


Microtone T5 Audiomatic; Microtone Classic Model T9; Mi- 
crotone Model T10; Microtone Model T612; Microtone 
Model 45. 


Manufacturer: Microtone Co., Ford Parkway on the Mississippi, St. 
Paul, Minn.; Minneapolis 9, Minn. 


National Cub Model C; National Cub Model D (Duplex); 
National Standard Model T; National Star Model S; 
National Ultrathin Model 504; National Vanity Model 
506. 


Manufacturer: National Hearing Aid Laboratories, 815 S. Hill St., Los 
Angeles 14, Calif. 


Otarion Model E-4; Otarion Models F-1, F-2 and F-3; Otarion 
Model G-2; Otarion Model G-3. 


Manufacturer: Otarion Hearing Aids, 159 N. Dearborn St., Chicago, Il. 


Paravox Model D, “Top-Twin-Tone”; Model J (Tiny-Mite) ; 
Paravox Model XTS (Xtra-Thin); Paravox Model Y 
(YM, YC and YC-7) (Veri-Small). 

Manufacturer: Paravox, Inc., 2056 E. 4th St., Cleveland, Ohio. 


Radioear Permo-Magnetic Multipower; Radioear Permo-Mag- 
netic Uniphone; Radio Ear All Magnetic Model 55; 
Radioear Model 62 Starlet; Model 72. 

Manufacturer: E. A. Myers & Sons, 306 Beverly Rd., Mt. Lebanon, Pitts- 
burgh, Pa. 
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Rochester Model R-1; Rochester Model R-2. 


Manufacturer: Rochester Acoustical Laboratories, Inc., 117 Fourth St., 
S.W., Rochester, Minn. 


Silvertone Model J-92; Silvertone Model P-15. 


Manufacturer: W. E. Johnson Mfg. Co., 708 W. 40th St., Minneapolis, 
Minn. 


Distributor: Sears, Roebuck & Co., 925 S. Homan Ave., Chicago 7, III. 


Sclo-Pak Model 99. 


Manufacturer: Solo-Pak Electronics Corp., Linden St., Reading, Mass. 


Sonotone Model 700; Sonotone Model 900; Sonotone Models 
910 and 920; Sonotone Model 925; Sonotone Model 940; 
Sonotone Model 966. 


Manufacturer: Sonotone Corp., Elmsford, N. Y. 


Superfonic Hearing Aid. 


Manufacturer: American Sound Products, Inc., 1303 S. Michigan Ave., 
Chicago 5, Ill. 


Televox Model E. 
Manufacturer: Televox Mfg. Co., 1307 Sansom St., Philadelphia 7, Pa. 


Telex Model 97; Telex Model 99; Telex Model 200; Telex 
Model 300B; Telex Model 400; Telex Model 500; Telex 
Model 1700. 


Manufacturer: Telex, Inc., Telex Park, Minneapolis 1, Minn. 


Tonamic Model 50. 


Manufacturer: Tonamic, Inc., 12 Russell St., Everett 49, Mass. 


Tonemaster Model Royal; Model Cameo. 
Manufacturer: Tonemasters, Inc., 400 S. Washington St., Peoria 2, Ill. 
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Unex Midget Model 95; Unex Midget Model 110; Unex Mod- 
els 200 and 230. 


Manufacturer: Nichols & Clark, Hathorne, Mass. 


Vacolite Models J and J-2. 
Manufacturer: Vacolite Co., 3003 N. Henderson St., Dallas 6, Tex. 


Western Electric Models 65 and 66. 


Manufacturer: Audivox, Inc., successor to Western Electric Hearing 
Aid Division, 259 W. 14th St., New York 11, N. Y. 


Zenith Model 75; Zenith Miniature 75; Zenith Model Royal; 
Zenith Model Super Royal. 
Manufacturer: Zenith Radio Corp., 6001 Dickens Ave., Chicago, IIl. 


All of the accepted hearing devices employ vacuum tubes. 


Accepted Hearing Aids more than five years old have been 
omitted from this list for brevity. 


TABLE HEARING AIDS. 


Aurex (Semi-Portable). 
Manufacturer: Aurex Corp., 1117 N. Franklin St., Chicago 10, Il. 


Precision Table Hearing Aid. 


Manufacturer: Precision Hearing Aids, 5157 W. Grand Ave., Chicago 
39, Ill. 


Sonotone Professional Table Set Model 50. 
Manufacturer: Sonotone Corp., Elmsford, N. Y. 


All of the Accepted hearing devices employ vacuum tubes. 
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DIRECTORY OF OTOLARYNGOLOGIC SOCIETIES. 





AMERICAN OTOLOGICAL SOCIETY. 


President: Dr. Albert C. Furstenberg, University Hospital, Ann Arbor, 
Mich. 

Vice-President: Dr. Frederick T. Hill, Professional Bldg., Waterville, Me. 

Secretary: Dr. John R. Lindsay, 950 E. 59th St., Chicago 37, Ill. 

Meeting: Roosevelt Hotel, New Orleans, La., May 1-2, 1953. 


AMERICAN LARYNGOLOGICAL ASSOCIATION. 


President: Dr. H. Marshall Taylor, 111 W. Adams St., Jacksonville, Fla. 
Secretary: Dr. Louis H. Clerf, 1530 Locust St., Philadelphia 2, Pa. 
Meeting: Roosevelt Hotel, New Orleans, La., Apr. 26-27, 1953. 


AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLOGICAL 
SOCIETY, INC. 


President: Dr. F. E. LeJeune, Ochsner Clinic, New Orleans, La. 

Secretary: Dr. C. Stewart Nash, 277 Alexander St., Rochester, N. Y. 

Meeting: Roosevelt Hotel, New Orleans, La., April 28-29, 1953 (mornings 
only). 


AMERICAN MEDICAL ASSOCIATION, 
SECTION ON LARYNGOLOGY, OTOLOGY AND RHINOLOGY. 


Chairman: Dr. Carl H. McCaskey, 608 Guaranty Bldg., Indianapolis, Ind. 
Vice-Chairman: Dr. Fred W. Dixon, Rose Bldg., Cleveland, Ohio. 
Secretary: Dr. Sam H. Sanders, 1089 Madison Ave., Memphis 3, Tenn. 


AMERICAN ACADEMY OF OPHTHALMOLOGY AND 
OTOLARYNGOLOGY. 


President: Dr. James M. Robb, Detroit, Mich. 


Executive Secretary: Dr. William L. Benedict, Mayo Clinic, Rochester, 
Minn. 


Meeting: Palmer House, Chicago, IIl., Oct. 12-17, 1952. 


AMERICAN BOARD OF OTOLARYNGOLOGY. 


Meeting: Palmer House, Chicago, IIl., Oct. 6-10, 1952. 
Meeting: Roosevelt Hotel, New Orleans, La., Apr. 21-25, 1953. 


AMERICAN BRONCHO-ESOPHAGOLOGICAL ASSOCIATION. 


President: Dr. Herman J. Moersch. 

Secretary: Dr. Edwin N. Broyles, 1100 N. Charles St., Baltimore 1, Md. 

Meeting: Roosevelt Hotel, New Orleans, La., Apr. 28-29, 1953 (afternoons 
only). 
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PUGET SOUND ACADEMY OF OPHTHALMOLOGY 
AND OTOLARYNGOLOGY. 


President: Dr. Frederick Thorlakson, Cobb Bldg., Seattle, Wash. 
Secretary: Dr. Willard F. Goff, 1215 Fourth Ave., Seattle, Wash. 


THE SECTION OF OTOLARYNGOLOGY OF THE MEDICAL SOCIETY 
OF THE DISTRICT OF COLUMBIA. 

Chairman: Dr. Victor Alfaro. 

Vice-Chairman: Dr. Irvin Feldman. 

Secretary: Dr. Frasier Williams. 

Treasurer: Dr. John Louzan. 

Meetings are held on the third Tuesday of October, November, March 
and May, 7:00 P.M. 

Place: Army and Navy Club, Washington, D. C. 


THE LOUISIANA-MISSISSIPP! OPHTHALMOLOGICAL 
AND OTOLARYNGOLOGICAL SOCIETY. 


President: Dr. W. L. Hughes, Lamar Life Bldg., Jackson, Miss. 
Vice-President: Dr. Ralph H. Riggs, 1513 Line Ave., Shreveport, La. 
Secretary: Dr. Edley H. Jones, 1301 Washington St., Vicksburg, Miss. 
Meeting: Edgewater Gulf Hotel, Edgewater, Miss., May 11, 1953. 


OTOSCLEROSIS STUDY GROUP. 


President: Dr. Philip E. Meltzer, 20 Charlesgate West, Boston, Mass. 
Secretary: Dr. Theo. E. Walsh, 640 S. Kingshighway, St. Louis 10, Mo. 
Meeting: Palmer House, Chicago, Ill., Oct. 11, 1952. 


AMERICAN SOCIETY OF OPHTHALMOLOGIC AND 
OTOLARYNGOLOGIC ALLERGY. 
President: Dr. Hugh A. Kuhn, 112 Rimbach St., Hammond, Ind. 
President-Elect: Dr. Kenneth L. Craft, Indianapolis, Ind. 


Secretary-Treasurer: Dr. Joseph Hampsey, 806 May Bldg., Pittsburgh 22, 
Pa 


Meeting: Palmer House, Chicago, Ill., Oct. 17, 1952. 


PAN AMERICAN ASSOCIATION OF OTO-RHINO-LARYNGOLOGY 
AND BRONCHO-ESOPHAGOLOGY. 

President: Dr. Justo M. Alonzo, Montevideo. 
Executive Secretary: Dr. Chevalier L. Jackson, 1901 Walnut St., Phila- 
delphia 3, Pa., U. S. A. 

Meeting: Fourth Pan American Congress of Oto-Rhino-Laryngology and 
Broncho-Esophagology. 

President: Dr. Ricardo Tapia Acuna, Mexico City. 

Time and Place: January, 1954, Mexico City. 
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MISSISSIPPI VALLEY MEDICAL SOCIETY. 


President: Dr. Daniel L. Sexton, St. Louis, Mo. 

President-Elect: Dr. John I. Marker, Davenport, Iowa. 
Secretary-Treasurer: Dr. Harold Swanberg, Quincy, III. 

Assistant Secretary-Treasurer: Dr. Jacob E. Reisch, Springfield, Ill. 
Meeting: St. Louis, Hotel Jefferson, Oct. 1-3, 1952. 


THE VIRGINIA SOCIETY OF OPHTHALMOLOGY 
AND OTOLARYNGOLOGY. 


President: Dr. D. A. Morgan, Norfolk, Va. 

Secretary-Treasurer: Dr. G. Slaughter Fitz-Hugh, Charlottesville, Va. 

Fall Meeting: For Ophthalmology, Charlottesville, Va., Nov. 18-19, 1952. 
For Otolaryngology, Charlottesville, Va., Nov. 21-22, 1952. 

Spring Meeting: Hot Springs, Va., May, 1953. 


LOS ANGELES SOCIETY OF OPHTHALMOLOGY 
AND OTOLARYNGOLOGY. 


President: Dr. Victor Goodhill. 

Secretary-Treasurer: Dr. Orwyn Ellis. 

Chairman of E. N. T. Section: Dr. Harold Owens. 

Recording Secretary, E. N. T. Section: Dr. Donald B. Hull. 

Chairman of Eye Section: Dr. Deane Hartman. 

Recording Secretary, Eye Section: Dr. Robert Norene. 

Time: 6:00 P.M., fourth Monday of each month from September to May, 
inclusive. 


THIRD LATIN AMERICAN CONGRESS OF 
OTORHINOLARYNGOLOGY AND BRONCHOESOPHAGOLOGY. 


President: Dr. Franz Conde Jahn. 

Vice-Presidents: Drs. Julio Garcia Alvarez, Angel Bustillos and Celis 
Perez. 

Secretary General: Dr. Victorino Marquez Reveron. 

Secretary of Assemblies: Dr. Cesar Rodriquez. 

Time and Place: Caracas, Venezuela, July 31, 1954. 


AMERICAN OTORHINOLOGIC SOCIETY FOR THE ADVANCEMENT 
OF PLASTIC AND RECONSTRUCTIVE SURGERY. 


President: Dr. Norman N. Smith, 291 Whitney Ave., New Haven 11, Conn. 
Secretary: Dr. Joseph G. Gilbert, 111 E. 61st St., New York 21, N. Y. 


NORTH CAROLINA EYE, EAR, NOSE AND THROAT SOCIETY. 


President: Dr. MacLean B. Leath, High Point, N. C. 
Secretary and Treasurer: Dr. Geo. B. Ferguson, Durham, N. C. 
Meeting: Winston-Salem, N. C., Sept. 14-17, 1952. 
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PACIFIC COAST OTO-OPHTHALMOLOGICAL SOCIETY. 


President: Dr. C. Allen Dickey, 450 Sutter St., San Francisco, Calif. 

Secretary-Treasurer: Dr. Howard P. House, 1136 W. Sixth St., Los Ange- 
les 17, Calif. 

Meeting: Los Angeles, Calif., 1953. 


THE RESEARCH STUDY CLUB OF LOS ANGELES, INC. 


Chairman: Dr. Isaac H. Jones, 635 S. Westlake, Los Angeles, Calif. 
Treasurer: Dr. Pierre Violé, 1930 Wilshire Blvd., Los Angeles, Calif. 
Program Chairmen: 
Otolaryngology: Dr. Leland G. Hunnicutt, 98 N. Madison Ave., Pasa- 
dena, Calif. 
Ophthalmology: Dr. Harold F. Whalman, 727 W. 7th St., Los Angeles, 
Calif. 
Mid-Winter Clinical Convention annually the last two weeks in January 
at Los Angeles, Calif. 


FLORIDA SOCIETY OF OPHTHALMOLOGY 
AND OTOLARYNGOLOGY. 


President: Dr. Chas. C. Grace, 145 King St., St. Augustine, Fla. 
President-Elect: Dr. Jos. W. Taylor, 706 Franklin St., Tampa, Fla. 
Secretary-Treasurer: Dr. Carl S. McLemore, 1217 Kuhl Ave., Orlando, Fla. 


THE PHILADELPHIA LARYNGOLOGICAL SOCIETY. 


President: Dr. Thomas F. Furlong, Jr. 

Vice-President: Dr. Harry P. Schenck. 

Treasurer: Dr. William J. Hitschler. 

Secretary: Dr. John J. O’Keefe. 

Executive Committee: Dr. Valentine M. Miller, Dr. C. L. Jackson, 
Dr. George L. Whelan. 


SOUTHERN MEDICAL ASSOCIATION, 
SECTION ON OPHTHALMOLOGY AND OTOLARYNGOLOGY. 


Chairman: Dr. Edley H. Jones, 1301 Washington St., Vicksburg, Miss. 
Vice-Chairman: Dr. K. W. Cosgrove, 111 E. Capitol Ave., Little Rock, Ark. 
Secretary: Dr. F. A. Holden, Medical Arts Bldg., Baltimore, Md. 
Meeting: Miami, Fla., Nov. 10-13, 1952. 


WEST VIRGINIA ACADEMY OF OPHTHALMOLOGY 
AND OTOLARYNGOLOGY. 
President: Dr. Melvin W. McGehee, 425 Eleventh St., Huntington 1, 
W. Va. 
President-Elect: Dr. James K. Stewart, Wheeling, W. Va. 
Secretary-Treasurer: Dr. Frederick C. Reel, Charleston, W. Va. 
Meeting: Hot Springs, Va., May 2-3, 1953. 
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CENTRAL ILLINOIS SOCIETY OF OPHTHALMOLOGY 
AND OTOLARYNGOLOGY. 


President: Dr. G. C. Otrich, Belleville, Ill. 
President-Elect: Dr. Phil R. McGrath, Peoria, Ill. 
Secretary-Treasurer: Dr. Alfred G. Schultz, Jacksonville, Ill. 


SOCIEDAD DE OTO-RINO-LARINGOLOGIA, 
COLEGIO MEDICO DE EL SALVADOR, SAN SALVADOR, C. A. 


President: Dr. Victor M. Noubleau. 
Secretary: Dr. Héctor R. Silva. 

lo. Vocal: Dr. Salvador Mixco Pinto. 
20. Vocal: Dr. Daniel Alfredo Alfaro. 


MEXICAN ASSOCIATION OF PLASTIC SURGEONS. 


President: Dr. Cesar LaBoide, Mexico, D. F. 
Vice-President: Dr. M. Gonzalez Ulloa, Mexico, D. F. 
Secretary: Dr. Juan de Dios Peza, Mexico, D. F. 


FEDERACION ARGENTINA, 
DE SOCIEDADES DE OTORRINOLARINGOLOGIA. 


Secretario del Dxterior: Dr. Juan Manuel Tato. 
Sub-Secretario del Exterior: Dr. Oreste E. Bergaglio. 
Secretario del Interior: Dr. Eduardo Caster4n. 
Sub-Secretario del Interior: Dr.Atilio Viale del Carril. 
Secretario Tesorero: Dr. Vicente Carri. 

Sub-Secretario Tesorero: Dr. José D. Suberviola. 


ASOCIACION DE OTO-RINO-LARINGOLOGIA DE BARCELONA, SPAIN. 


Presidente: Dr. Fernando Casadesus. 

Vice-Presidente: Dr. Luis Sufie Medan. 

Secretario: Dr. Jorge Perellé, 319 Provenza, Barcelona. 
Sec. de Actas: Dr. Juan Berini. 


SOCIEDAD NACIONAL DE CIRUGIA OF CUBA. 


Presidente: Dr. Reinaldo de Villiers. 
Vicepresidente: Dr. César Cabrera Calderin. 
Secretario: Dr. José Xirau. 

Tesorero: Dr. Alfredo M. Petit. 

Vocal: Dr. José Gross. 

Vocal: Dr. Pedro Hernandez Gonzalo. 


ASSOCIACAO MEDICA DO INSTITUTO PENIDO BURNIER — 
CAMPINAS. 


President: Dr. Joao Penido Burnier. 

First Secretary: Dr. Gabriel Porto. 

Second Secretary: Dr. Roberto Barbosa. 

Librarian-Treasurer: Dr. Leoncio de Souza Queiroz. 

Editors for the Archives of the Society: Dr. Guedes de Melo Filho, 
Dr. F. J. Monteiro Sales and Dr. Jose Martins Rocha. 
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SOCIEDAD DE OTORRINOLARINGOLOGIA Y 
BRONCOESOFAGOSCOPIA DE CORDOBA. 


Presidente: Dr. Aldo Remorino. 
Vice-Presidente: Dr. Luis E. Olsen. 
Secretario: Dr. Eugenio Romero Diaz. 
Tesorero: Dr. Juan Manuel Pradales. 


Vocales: Dr. Osvaldo Su4rez, Dr. Nondier Asis R., Dr. Jorge Bergallo 
Yofre. 


BUENOS AIRES CLUB OTORINOLARINGOLOGICO. 


Presidente: Dr. Alberto P. Haedo. 
Vice-Presidente: Dr. V. R. Carri. 
Secretario: Dr. Renoto Segre. 
Pro-Secretario: Dr. Carlos A. Gutierrez. 
lesorero: Dr. J. M. Tato. 

Pro-Tesorero: Dr. Norberto Von Soubiron. 


SOCIEDAD COLOMBIANA DE OFTALMOLOGIA Y 
OTORRINOLARINGOLOGIA (BOGOTA, COLOMBIA). 
Presidente: Dr. Carlos A. Cleves C. 
Vice-Presidente: Dr. Alfonso Tribin P. 
Secretario: Dr. Elpidio Posada. 
Tresoreo: Dr. Mario Arenas A. 


ASOCIACION DE OTORRINOLARINGOLOGIA 
Y BRONCOESOFAGOLOGIA DE GUATEMALA 


Presidente: Dr. Julio Quevedo, 15 Calle Oriente No. 5. 


First Vice-Presidente: Dr. Héctor Cruz, 3a Avenida Sur No. 72. 


Second Vice-Presidente: Dr. José Luis Escamilla, 5a Calle Poniente 
No. 48. 


Secretario-Tesorero: Dr. Horace Polanco, 13 Calle Poniente No. 9-D. 














Central Institute for the Deaf 


NATIONAL RESIDENTIAL AND DAY SCHOOL 
FOR THE DEAF AND DEFECTIVES IN SPEECH 


Approved by Advisory Council of Foremost Ear Specialists and Educators fia 


New fire-proof buildings beautifully located opposite Forest Park. Modern Dormitories < 
and Equipment. Best home environments. Pupils constantly in care of teachers Or i} 
experienced supervisors. rie 


ORAL SCHOOL FOR DEAF CHILDREN 


Cc. |. D. offers all advantages of exclusively Speech Training and expert medical 
supervision for both Resident and Day Pupils. 
Nursery School (2 years of age) through the Elementary Grades. 


ACOUSTIC TRAINING FOR CHILDREN WITH RESIDUAL HEARING |} 


Salvaging of Residual Hearing is a specialty of C. |. D. The Acoustic Method was 
created here. Group and individual hearing aids used for class instruction at all 
grade levels. 


LIP-READING INSTRUCTION 
Private and Class Instruction for Hard-of-Hearing Aduits and Children. 
Conversational Classes for advanced pupils. Speech conservation stressed. 


CORRECTION OF SPEECH DEFECTS 


Private and Class Instruction for children with normal hearing and delayed speech or © 
defective speech. 
Resident and Day Pupils (2 years of age through Elementary Grades). 
Private instruction for Adults. 
Correction of Imperfect Phonation, Imperfect Articulation, Aphasia, Stuttering. 


TEACHERS TRAINING COLLEGE 


Two years of Training following a professional curriculum for applicants with adequate 

college qualifications. Graduates qualify for degrees of Bachelor of Science in Education — 

or Master of Science in Education from Washington University. Graduates prepared to 
teach both the deaf and speech defective. ‘ ‘ 


Dr. Max A. Gotpstein, Founder Dr. HELEN SCHICK LANE, 


818 S. KINGSHIGHWAY 10, ST. LOUIS, MO. 
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(a)—-THE RELATIONSHIP OF BRONCHOSCOPY TO CHEST SURGERY. 
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